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THB OOXJNOIL has the pleasure of reporting that the pros- 
perity of the Society has been fully maintained. 

The Members now number 522, of whom 25 have been 
elected during the session. Eleven have ceased to be Mem- 
bers, and the Council regrets that four of these have been 
lost by death, viz. Dr. James Anderson, Dr. Ball, of Paris, 
Mr. Charles Cotes, and Dr. William Hope. 

In the financial report of last year it was shown that the 
Society had, on the 30th of April, a balance of £240 12«. 9d. 
This balance was unusually large, by reason of the accumu- 
lation of subscriptions for sixteen months against the expen- 
diture of twelve months. The Treasurer has now to report 
a larger balance — £309 11^. 3(2. In the earlier part of the 
financial year it seemed probable that the ordinary balance 
would be insuj£cient to meet the expense of printing the 
Incubation Eeport, and that it would be necessary to trench 
upon the £600 invested by the Society in Consols. It is a 
matter of great satisfaction to the Council to state to the 
Society that, after the payment of £117 15^., a balance 
actually exceeding the working balance of last year, and 
fitiU larger than the balance of the preceding year, will be 
available for the uses of the Society in the coming year. 
The balance is in fact increased by the sum of £26 5^. paid 



xlyi Bqport of the Ootl/ncil, 

in advance by inadvertence^ and therefore not chargeable 
on next year's income. 

The report on the Periods of Incubation and Contagions- 
ness of certain Infections Diseases has recently been dis- 
tributed to the Members. The investigation has been 
conducted with such thoroughness and judgment that the 
Society may justifiably claim that the report is the best work 
of its kind in existence. The Council is of opinion that the 
warmest thanks of the Society are dne to the Committee for 
a report which cannot fail to reflect great credit npon the 
Society^ and that special recognition should be accorded to 
the Chairman of the Committee^ Dr. Broadbent^ and to the 
Honorary Secretary and Editor^ Dr. Dawson WilUams. 
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COMMUNICATIONS. 



I. — A case of Intestinal Obstruction accompanied by 
Thrombus in the Abdominal Aorta extending down 
the iliac vessels. By W. H. Brown. Bead October 
14, 1892. 

I SAW the patient^ a man of 58^ with Dr. Mason^ of 
Gromersal^ near Leeds^ on February 7, 1892. The history 
given was as follows : 

The patient had enjoyed good health up to the preceding 
Monday (February 1). On the evening of that day he was 
seized whilst sitting in his chair with a sharp pain at the 
epigastrium. This pain lasted for about one hour^ when he 
vomited a little partly digested f ood^ after which he became 
easier. A few hours later the pain returned^ and Dr. Mason 
was sent for, who administered a hypodermic injection of 
morphia; he then slept for some hours, and awoke free from 
pain. During the next three days he had occasional attacks 
of pain, and vomited once or twice, but did not appear to be 
very ill. Flatus passed at intervals. Two days before I saw 
him the pain grew worse, and the vomited matter became of a 
fascal character. On my arrival a basin containing 3 oz. of 
liquid f SBces was shown me. This he had vomited in the early 
morning. Upon examination I found the abdomen slightly 
distended, and resonant all over save in the left flank. He 
bore handling very well, and said he had no pain. Flatus 
had passed some forty-eight hours before. 

The tongue was clean, pulse 100, temperature normal, 
countenance placid. An enema of two quarts of water had 
been given and had returned, bringing a few small fragments 
of faecal matter. 
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On examining the rectam I fonnd it collapsed, and qnite 
empty so far as my finder conld reach. As all nrirent sym- 
ptoms had disapp^redf and as the amount of dlBteWon was 
SO slight, I decided to wait longer before interfering, and ar- 
ranged for the patient's removal to the infirmary, as his 
surroundings were not favorable for operation. 

The next day he was brought to the infirmary, where I 
saw him on his arrival. The symptoms of obstruction of the 
bowel had not returned, but he now complained of intense 
pain in both lower limbs with loss of power. This he said 
had commenced the previous evening, whilst he was in bed. 
Upon examining the abdomen the distension had disappeared, 
and the abdomen seemed natural. The legs and thighs were 
cold, and the veins deeply outlined ; sensation was diminished, 
and he could with great difficulty move his thighs. Tongue 
clean, pulse and temperature natural, but the face was slightly 
drawn and pinched. 

As the signs and symptoms had assumed an entirely dif- 
ferent character, and all the evidence of bowel obstruction had 
passed away, I had him put to bed and a little morphia given, 
as his pain was excruciating. 

In the evening the skin of the legs, thighs, and lower 
portion of abdomen had a slightly mottled appearance resem- 
bling gangrene j loss of motion was complete, and sensation 
much impaired. 

The house surgeon visited him twice during the night, and 
gave him more morphia as the pain increased in severity. 
The next morning the man was sinking rapidly ; the lividity 
of the limbs had increased materially. There was no return 
of vomiting, and no distension of the abdomen. 

The patient died at one o'clock. 

Thorough inquiry was made as to any possible cause for 
his later symptoms, but no history of accident, recent or remote, 
•could be elicited. 

The post-mortem, made the next day by my colleague Dr. 
Barrs, gave the following result : 

The body was well nourished, no abdominal distension. 
Legs, thighs, and abdomen up to level of navel showed exten- 
sive patches of extravasation of blood resembling gangrene. 
The viscera were healthy, brain and spinal cord normal. 

GFeneral stinking peritonitis, fluid of a chocolate colour. 

The free border of the great omentum was fixed by a tight 

band to front of the top of sacrum. About five feet of small 

intestines had all the appearance of gangrene. The gangrene 
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was limited above by a distinct line of demarcation, and below 
in a similar manner. At one point there was a short piece of 
unaffected bowel in the centre of the gangrenous gat. The 
intestine below strangulation point to the ileo-caecal valve 
measured eleven feet and was collapsed ; the bowels above this 
point were greatly distended ; the stomach contained a little 
fecal fluid. The large intestine was empty. 

The abdominal aorta was extensively diseased; many 
large patches of atheroma, some calcareous. The vessels were 
completely blocked about one inch above bifurcation, the 
block extending down both external iliacs to the f emorals and 
internal iliacs to their division into anterior and posterior 
branches. The clot was firm and commenced to change colour, 
and adhered to sides of vessels. The distended vessels were 
hard and had an annulated appearance. The mesenteric vessels 
and all above the lower lumbar arteries were free from clot. 
No source of embolism being found, it was concluded that the 
clot was thrombotic in origin. 

The surgical aspect of the case I have related appears to 
open out a condition of intestinal obstruction which is not by 
any means common. That so large an amount of strangulated 
intestine should give rise to so few symptoms, and further that 
these symptoms should have gradually disappeared, is, so far 
as I can learn, very rare. 

I do not think any surgeon would have opened up the ab- 
domen on the occasion of my first seeing the man, and twenty- 
four hours later what few symptoms there were had entirely 
disappeared, so much so that those who then saw him were 
inclined to doubt the accuracy of the history of the case. I 
feel, indeed, that I am adding to the difficulties of the dia- 
gnosis of intestinal obstruction, and putting the vexed ques- 
tion of early or late explanation a point further from being 
definitely settled. 

I have not been able to meet with any record of a similar 
case. Had I opened the abdomen earlier, and released the 
band which tied down the intestine, I should have thought 
that possibly the manipulation had set up an inflammation in 
the diseased patch of the aorta and led to the formation of 
the clot. 

Two views amongst others may be held satisfactory : one 
that the occurrence was purely coincident ; the other that the 
strangulation may have been the means of causing an inflam- 
matory outbreak in the aorta in the diseased patch. Person- 
ally I am not able to suggest that either of these is sufficient, 
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and am content to yonch for the facts as I observed them, 
leaving to others more skilled in the unravelling of patho- 
logical mysteries to point out what may be the true explana- 
tion. 

The absence of distension ante mortem, and the freedom 
from pain on examination, are to me at any rate quite new 
featores in cases of internal strangulation. Possibly a spe- 
cialist might have detected sufficient reasons for operation 
earlier ; I can only speak as a general surgeon. The patho- 
logical condition of the aorta is, I believe, rare, the recorded 
cases being chiefly in the thoracic portion of the vessel. 

The sketch with the specimen of the aorta will, I hope, 
explain anything I may have left unsaid. 
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II. — A Case of extensive Naevus of the Peritonevm. By 
W. Aebuthnot Lane, M.S. Bead October 14, 1892. 

SP.^ 8Bt. 7 years^ was admitted into Guy's Hospital on 
• September 12^ 1891. His family history was very good. 
At birth the child was observed to have a tnmonr on the 
right side of the abdomen^ and it had gradually increased in 
size since. 

On admission the right side of the abdomen was occupied 
by a large prominent tumour^ which extended from near the 
middle line in front to the loin posteriorly^ and from the 
margin of the thorax above to the iliac crest below. It 
appeared to involve the abdominal wall ; but whether it was 
wholly in the wall^ or whether it was intra-peritoneal and 
involving the wall secondarily^ was very difficult to decide. 
In prominent portions of it, it was possible to detect fluctu- 
ation over an area of about 3 inches or less. The skin was 
not involved, nor was there any pain on pressure. Its bulk 
was not influenced by forcible compression. 

On September 14 the outer portion of the tumour was 
freely exposed, it being necessary to divide the abdominal 
muscles, the deeper aspect of which appeared to be involved 
in the tumour. Several large cysts, some nearly as big as 
an orange, were opened. They contained liquid blood, and 
were smooth and polished on their inner aspect. Besides 
these larger cysts there were an immense number of smaller 
ones, whose contents and structure were precisely similar. 
The tumour appeared to start in the outer surface of the 
peritoneum, and not to extend, except in the form of livid 
projections, into the peritoneal cavity. It extended upwards 
beneath the diaphragm, and backwards into relation with the 
kidney, but the large bulk of the tumour occupied the side 
of the abdomen. A great deal of blood was lost in excising 
the greater portion of the tumour, of which it was estimated 
four fifths were removed; and as the child's pulse became 
very rapid, 160 or more, and very feeble, about a pint and a 
quarter of normal salt solution was introduced into the cir- 
culation, with the result of at once relieving us of great 
anxiety. 
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The child was discharged on October 4^ with a hardly 
perceptible difference between the two sides. In the beginning 
of this year^ 1892^ the child continued in the same condition, 
there Hot being the slightest indication of any return of the 
growth. The tumour proved to be nasvoid in structure, and 
was apparently degenerating rapidly. It is the only example 
of naeyus of the peritoneum that I have heard of; and although 
I have looked up the literature of the subject, I can find no 
description of a similar case. I therefore thought it worth 
while bringing it before this Society. 
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III. — Case of Traumatic Aneurysm of the External Iliac 
Artery in a boy six years of age. By H. H. Glutton. 
Bead October 14, 1892. 

A WOUND of the external iliac artery^ spontaneous cessa- 
tion of hcemorrhage^ and the sufoseauent formation of a 
circumscribed traumatic aneurysm must oe a very rare event. 
It seems desirable^ therefore^ to place this isolated case on 
record. 

On May 24, 1891, 1 was summoned by Messrs. Pitts and 
Holland, of Chelmsford, to see a case which, they stated, was 
a traumatic aneurysm of the external Uiac artery. 

The following history was supplied by Mr. Pitts, who had 
seen the case from the commencement : — A boy, aged 6\ years, 
on April 29 was presented with a pocket ^ife, and a few 
hours afterwards began to use it to cut some cake. In trying 
to shut up the knife he placed it against his right side, anl 
in so doing ran it into his abdomen. The knife dropped out 
of the wound, and the boy ran in terror to the house, a dis- 
tance of 120 yards. There he became faint, and was caught 
up by his mother and carried indoors. Mr. Pitts was imme- 
diately sent for, and found the boy blanched and collapsed, 
but there had been very little external bleeding, and there 
was practically none at the time of the examination. There 
was a wound 1^ inches above the centre of the right Poupart's 
ligament, such as would be made by a stab with a pocket 
knife about ^ inch in the perpendicular direction. There 
was a rounded swelling of a pale blue colour beneath the 
wound, but there was no indication that a large artery had 
been wounded. The boy, however, complained of '' a trickling 
down his leg.^' He was placed in bea with his legs drawn 
up, and given small doses of opium every four hours. 

The next morning, April 30, his temperature was 101*5^. 
There was the same rounded swelling, and, on handling, some 
emphysematous kind of crackling was felt over an area of 
about 8 inches, which extended down the thigh, over the 
femoral vessels. There was marked tenderness in the iliac 
fossa, extending to the median line of the abdomen. No 
. difference could be detected in the temperature of the two 
limbs, and there was no oedema of the extremity. The tempo- 
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ratnre slowly f ell^ and the swelling and crepitation diminished 
till May 4, when distinct pulsation was felt and a loud 
blowing mnrmnr was heara over the tumonr, which had 
become more distinctly defined in its outline. The bruit 
could be heard and the thrill felt some distance below Poupart's 
ligament along the femoral artery. 

May 14. — The crepitation had almost disappeared. 

May 20. — ^A distinctly circumscribed tumour in right iliac 
fossa could be f elt^ of about the size of a small walnut^ pulsat- 
ing with a loud bruit. No pain or tenderness on examination. 

At the consultation held on May 24 the following note 
was made: — ''In the right iliac fossa^ in the line of the 
external iliac artery, but on its outer side, 1^ inches above 
Poupart's ligament, is a pulsating tumour with an aneurysmal 
expansion and a loud bruit. The bruit can be heard and the 
thrill felt as far as the apex of Scarpa's triangle. The aneurysm 
appears to be about the size of the last phalanx of the thumb. 
"Diere is a small scar in the skin, on the outer side, between the 
swelling and the anterior superior spine of the ilium, but this 
is freely moveable, and there is no inflammatory infiltration 
between the skin and the sac. The aneurysm is beneath the 
abdominal wall, but some distance above the origin of the 
epigastric artery. Compression also of the external iliac 
artery immediately above Poupart's ligament, where the 
epigastric arises, does not stop the pulsation of the aneurysm^ 
but rather increases it. Compression of the external iliac 
above arrests the pulsation. No difference in the tempera- 
ture between the two limbs can be detected with the hand, 
but the arteries below are weaker than on the left side." 

We came, therefore, to the conclusion that the aneurysm 
really involved the external iliac artery, and was distinctly cir- 
cumscribed. As there was no surrounding infiltration, and the 
aneurysm was not increasing in size, we decided that it would 
be best to postpone the operation a little longer. We thought 
that it was just possible a spontaneous cure might take place, 
and that, even if it did not, the collateral circulation would be 
more thoroughly established by a little further delay; and 
lastly, that the child's general health, which was not quite 
normal, would improve. 

June 15. — The local condition was found to be exactly the 
same. There was no obvious increase or decrease in the size 
of the aneurysm, and the same pulsation and bruit could be 
felt and heard as before, but the boy's general health had 
much improved. An operation, for which he had been care- 
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folly prepared^ was therefore undertaken at Chelmsford^ with 
the assistance of Messrs. Pitts^ Holland^ and Martin. 

After the whole limb had been wrapped in cotton wool 
and a bandage^ an incision was made in the linea semilunaris, 
just above the internal abdominal ring, and the aneurysm 
exposed. The spermatic cord was found lying over the 
centre of the aneurysm, which sprang from the outer side of 
the external iliac artery. The sac appeared to be directly 
continuous with the coats of this vessel. It was thought best 
to ligature the artery immediately above the aneurysm with- 
out disturbing the sac. The peritoneum was therefore 
opened, in the expectation that the artery would be more 
easily secured. This, however, proved to be a mistake, for 
the artery was subsequently much more easily reached by 
raising the peritoneum from the iliac fascia. A kangaroo- 
tendon ligature was passed round the external iliac artery, 
just above the aneurysm, which appeared to have its upper 
limit at the centre of this vessel. On tightening the ligature 
the pulsation ceased. After waiting a few minutes, to make 
sure that all pulsation had been arrested, Mr. Pitts and I 
fancied that we could again detect a very slight impulse in 
the sac. The incision was prolonged downwards, and another 
ligature applied to the external iliac artery between the 
aneurysm and Poupart^s ligament. No branches from the 
main artery were met with in this dissection. The wound 
was carefully closed with silkworm gut sutures, including the 
peritoneum, where it had been divided, and a large dressing 
of cyanide gauze and wool applied. No drainage-tube was 
inserted. The operation was conducted throughout in the 
ordinary aseptic manner. The after treatment of the case was 
left entirely in the hands of Mr. Pitts at Chelmsford, who 
watched the patient most carefully to a successful issue. The 
highest temperature in the first twenty-four hours was 100*2^, 
and then varied between 98° and 99*5° for the rest of the first 
week. The dressing was therefore not changed till the 22nd, 
exactly a week after operation. Mr. Pitts's note at that date 
was as follows : — " The wound has healed by first intention, 
and I have removed two of the sutures. I cannot feel any 
pulsation in the aneurysm nor in the femoral. The leg is 
warm and good in colour, but the thigh is one inch larger 
than the other, and the leg half an inch larger. He is well 
in every other respect.*' At the end of the second week his 
temperature again rose to 100*2°, and on dressing the wound 
a small collection of pus was evacuated. After this the 
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wonnd healed rapidly and permanently. At the end of the 
third week he was considered to be so &r out of all danger 
of any complications^ that the nurse who had been sent from 
London to look after him was allowed to return home. 

The boy was brought to me by Mr. Pitts for examination 
on October 14, four months after the operation, as it was 
thought advisable that he should be measured for an abdo- 
minal support. The cured aneurysm could be detected as a 
small hara lump without pulsation. The femoral artery could 
be felt below Poupart's ligament, but the pulsation was very 
feeble compared to that on the opposite side of the body. The 
limb was quite natural, and the boy was fat and healthy. 
There was very little bulging of the scar, but an abdomiuAl 
belt was ordered as a precaution. 

The case is interesting chiefly from the rarity of such an ac- 
cident. A wound of so large an artery must usually result in 
a rapidly fatal haemorrhage, but in this case there was so little 
bleeding at the time of the accident as to lead Mr. Pitts to 
think of other causes of shock than of a wounded vessel. 

I would submit that the aneuyrsm either arose from a very 
small wound, which subsequently healed and then again ex- 
panded to form the sac ; or the knife did not penetrate all the 
coats of the artery, and the damaged walls subsequently 
yielded before the blood-pressure. In the latter case the 
extravasated blood in the iliac fossa probably came from the 
smaller vessels which were wounded by the transit of the 
knife towards the main vessel. This would account for the 
absence of serious haBmorrhage at the time of the accident, 
and would appear on the whole to be the more probable inter- 
pretation of the case. 

The method of ligature adopted was based on the view 
that the aneurysm was after all only a wounded vessel, and 
that a ligature above and below would be the ordinary course 
for such a case in its most recent condition. The circumstances 
were not much altered by the wounded vessel having become 
an aneurysm, and, provided the aneurysm itself were not 
touched, there was not much danger in isolating it from the 
circulation. Gangrene was not in my opinion likely to ensue 
if the ligatures were fairly close together. 
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IV. — A case of Cicatricial Stricture of (Esophagus: 
(Bsophagotomy for removal of impacted Symonds* 
tube : complete division of stricture : no recurrence 
two years after operation. By Fbedebio Eve. 
Bead October 14, 1892. 

ALICE D.^ 8Bt. 17j was admitted to the London Hospital on 
July 26, 1889, for dysphagia. 

History. — Twenty months before she swallowed one and a 
half teaspoonfuls of aqua f ortis, and she was taken into the 
hospital for two weeks. After an interval of one month she 
was readmitted, and remained an in-patient for three months. 
At that time she could swallow soUd food. Three months 
later difficulty in swallowing returned, and she was treated at 
the Golden Square Hospital both as out- and in-patient for 
three months, bougies being passed. She continued well for 
some months, after which she was re-admitted to the 
London Hospital, and subsequently again attended at Golden 
Square as an out-patient. 

I first saw her on July 26, 1889, when a No. 11 bougie 
was passed through the stricture, which appeared to be low 
down in the neck. 

Next day a No. 7 Symonds' tube was passed, and left in 
for the purpose of facilitating feeding and keeping up con- 
tinuous dilatation. 

On July 29 this was replaced by a No. 11, quite new and 
apparently in good condition. 

July 31. — The House Surgeon in attempting to remove the 
tube pulled away the thread attached to it, leaving the tube 
in the stricture. 

In the afternoon I made, under anadsthesia, a prolonged 
attempt to extract the tube with long forceps, but never once 
succeeded in catching its edge or moving it. 

August 3. — I performed oesophagotomy on the left side 
of the neck as low as possible, and after opening the gullet 
on a sound, could see no signs of the tube. Even from the 
wound its edge could not be seized with forceps, owing appa- 
rently to its being tightly impacted, and the walls of the gullet 
overhhpping its edge. On mtroducing a finger through the 
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oesophageal wonnd^ the tabe was felt a short distance below it. 
The incision into the oesophagus was then prolonged down- 
wards with scissors, while its walls were drawn up with forceps 
until the edge of tiie tube was reached, when extraction was 
effected. The oesophagus was still further drawn up and 
snipped until all the narrowed part was divided. A soft 
rubber tube was inserted through the mouth past the wound, 
and the cut edges of the gullet were brought together with 
sutures. The external wound was left open and dressed with 
iodoform, sponges and cotton wool. 

August 3, 9.30 P.M. — The patient vomited several times, 
and there was a profuse and continuous discharge of stringy 
mucus through the wound. Pulse 120, temp. 103^. SlingePs 
suppositories given, nothing through the mouth. 

August 4. — ^Attempts to give nourishment through tube 
caused vomiting. Nutrient enemata given every four hours. 
Much discharge of saliva through mouth, and of mucus through 
wound. 

August 6. — Condition much the same. 

August 6.— Wound looks healthy. Temp. 99''. Two 
ounces of milk injected through tube into stomach were re- 
tained. 

August 9. — Nourishment is now taken well through tube. 

August 14. — Tube removed. On swallowing water a very 
little came out through wound. 

August 15. — Twelve days after operation, milk swallowed 
without any escaping through wound, and after this no further 
escape was observed. 

August 16. — No. 11 bougie passed without diflSculty. 

August 31. — Bougies have been passed daily. No. 18 
being now admitted. Solid food given. 

September 3. — Patient discharged, with instructions to 
come up to have bougies passed. Wound nearly healed. 

She continued to swallow easily until the end of October, 
when for three days she experienced some dysphagia, and the 
left side of the neck seemed sore. Finally, on taking some 
medicine, it passed through the old opening. She was readmit- 
ted October 28, and bougies were passed. No. 20 being easily 
introduced. Was discharged on November 16, and shortly 
after that the wound closed permanently. I did not see her 
again until two years later, November, 1891, when I wrote 
asking her to come to the hospital. She stated that she had 
been quite well in the interval, and had had no difficulty in 
swallowing whatever. 
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I passed a No. 18 bougie without encountering any ob* 
struction. The cure maj therefore be considered permanent. 

Bemarhs. — The points to which I especially wish to draw 
attention in this case are — Ist^ that the strictture was exceed- 
ingly resilient and obstinate. This is clearly shown from the 
patient having been on several occasions and for long periods 
under treatment by bougies^ both at the London Hospital and 
at the Golden Square Hospital. The fact of her returning 
again and again to one of these institutions suggests that re- 
contraction took place rapidly on the cessation of active treat- 
ment. When she first came under my care^ twenty months 
after the commencement of her trouble^ she could only swallow 
liquid nourishment. 2ndly, after the operation of oesophago- 
tomy with division of the stricture in August^ 1889^ she re- 
mained under observation until the end of November. Sub- 
sequently no bougies were passed until I saw her two years 
later^ when no re-contraction of the stricture had taken place. 

The operation itself may in some respects be compared to 
external urethrotomy for stricture of the urethra. But if one 
can draw any conclusions from only one case^ the tendency to 
re-contraction after division of a stricture of the oesophagus 
appears to be less than in the case of the urethra. This may 
perhaps be accounted for by the difFerence in the surround- 
ings of the two tubes ; the oesophagus being quite free and 
unattached^ while the urethra is firmly bound down to adja- 
cent structures. 

During the course of the operation I was surprised at the 
mobility of the oesophagus in the direction of its axis. It 
was such that I could draw up some length of the tube into 
the wound ; and on the dead body I have found that from an 
inch to an inch and a half of the tube can be pulled up from 
the thorax. This is of importance^ as it admits of division of 
a stricture extending even below the level of the thoracic 
aperture. 

The late Sir Morell Mackenzie^ in his work on Diseases 
of the Throat and Nose,^ quotes three cases in which oesopha- 
gotomy was done for fiorous stricture^ but in each as a 
substitute for gastrostomy^ the intention being to open the 
oesophagus below the obstruction. The patients were all 
children^ aged three and a half^ five, and nine years respec- 
tively. In two of the cases the gullet was unintentionally 
opened above the obstruction^ and in none of them was the 
stricture divided. 

• Vol. u, p. 141. 
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Two patienftB died in twenty-four bonis from shodc, wliile 
the third died eight days after the operation owing to hsmor- 
rhage from the internal jngnlar vein canaed by septic nice- 
ration. 

There is no reason for snpposing that this operation would 
be attended by an abnormally high mortality in adnlts. 
Unless too long postponed, it does not ^pear to me that it 
shonld be higher, if so high as in OBSophagotomy for the re- 
moval of foreign bodies; for in the latter case severe injoiy 
and inflammation are often set up by the foreign body. GHE 66 
cases of oesophagotomy for the removal of foreign bodies 
collected by Ghross, and 16 by Southam, in all 82, the mor- 
tality was 25 per cent. ;* whereas the mortality of gastros- 
tomy as qnoted by Mr. Groft is 29*47 per cent. 

It is not my intention to discuss the alternative treat- 
ment of strictures of the oesophagus by internal oesophagotomy 
or by electrolysis; but I desire to point out that in those 
cases of stricture of the oesophagus high up, in which gastros- 
tomy would otherwise be indicated, oesophagotomy fulfils 
the same purposes, while it admits of a complete cure by 
division of the stricture. This is proved by the case related. 

The same procedure may also be sometimes indicated in 
less severe cases of resilient stricture in the neck which have 
resisted other methods of treatment. 

As regards the impaction and tearing of the Symonds^ 
tube (which turned out so fortunately for the patient in the 
present case), I have only to suggest that the rim of the tube 
to which the threads are attached should be made stronger. 

• Cent./. (Mr., yol. xiriii, 1S90, p. 397. 
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y. — Two cases illustrative of an operation of Complete 
Erasion of the Ankle-joint. By W. Aebuthnot 
Lane, M.S. Bead October 28, 1892. 

I PROPOSE to describe briefly a simple operation by means 
of whicli the ankle-joint can be exposed most fuUy^ and 
every particle of its synovial membrane can be seen and re- 
moved. It is not improbable that this method has been 
adopted by many others^ but as I have never seen any descrip- 
tion of such an operation, I venture to bring it before tlus 
Society, and to illustrate it by two cases. It is, of course, at 
once obvious that it is only adapted to the removal of tuber- 
cular material when the disease is limited to the ankle-joint 
itself, and when it has not extended to the subastragaloid 
joint. Yet even when this joint has become involved by 
extension, it may also be freely exposed and erased, though 
not with such perfect accuracy and certainty as can the ankle- 
joint alone. 

The operation is performed in this manner : — ^An incision 
is made from the anterior margin of the tip of the inner 
malleolus across the front of the ankle, then backwards 
immediately below the external malleolus around the heel to 
within a measurable distance of the flexor longus hallucis 
tendon, everything being divided down to the bone. The 
only structures about the ankle-joint which are left uncut in 
this operation are the internal lateral li^ment, the tendons 
of the flexor longus hallucis, flexor longus digitorum, and 
tibialis posticus, the posterior tibial vessels and nerve, and 
the superjacent connective tissue and skin. 

The interior of the ankle-joint can then be exposed as 
readily as one separates the pages of a book, and the whole 
of its synovial membrane can be seen. The narrow prolonga- 
tion of synovial membrane upwards between the tibia and 
fibula is shown more completely by dividing the inferior 
interosseous and anterior tibio-fibular ligaments. It is there- 
fore apparent that no other joint in the body can be erased 
more perfectly or easily than this one if this method be 
adopted. 
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To expose the subastragaloid joint as well^ it is neoessarj 
also to divide all the structures covering in this joint supe- 
riorly and externally^ together with the interosseous ligament 
which connects these bones^ and in extensive infiltration of 
the astragalus this bone may be removed with advantage. 
It is well to suture the cut surfaces of the several tendons 
accurately together^ though this is not necessary for their 
satis&ctory union. Some care is required in putting up the 
limb in plaster after the operation, that the fibula does not 
fall back a little from its normal position.* I will now 
illustrate very briefly the operation of erasion of the ankle- 
joint by two cases of tubercular disease of the synovial mem- 
brane of this articulation. 

Case 1. — G. P. S., aet. 13, a very delicate half-starved boy, 
presented an advanced condition of tubercular disease of the 
ankle-joint from which he had suffered for more than a year. 
The amount of swelling suggested that the disease had 
extended to the subastragaloid joint, and probably also to the 
OS calcis. He was operated on in the manner described on 
July 22, 1891, when the ankle-joint was found to be completely 
disorganised, the articular cartilage over the astragalus, tibia, 
and fibula coming away readily, and the subarticular layer of 
bone, being soft and inflamed, was readily removed with a 
sharp spoon. Though there was extensive burrowing upwards 
into the leg, and downwards about the heel, the subastragaloid 
joint had escaped. The branching cavities and the ankle- 
joint were cleansed as effectively as possible, and were filled 
with dry iodoform. Eecovery was slow and tedious, but 
when the boy was last seen the condition of the foot was 
most satisfactory. 

Case 2. — ^A. B., 8Bt. 2 years, was admitted into G-uy's 
Hospital under my care on March 10, 1892, with a large 
fluctuating swelling over the outer part of the ankle-joint and 
a smaller one over the inner aspect. She had suffered from 
tubercular disease of the ankle for about a year or more. 

The joint was carefully erased in the manner indicated, 
every portion of diseased membrane being removed. The 
subastragaloid joint was not involved in the disease, while 

* How this can be avoided is shown in another paper in this volame, entitled 
" Cases illustrating a New Operation for Dorsal Dislocation of the Head of the 
Femnr, and some Points in the Surgery of the Hip-joint." 
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the articnlar snrf aces of the tibia^ fibnla^ and astragalus were 
only involved about their margins. 

The case was dressed twenty-four hours after the opera- 
tion^ when the drainage-tube was removed and the limb was 
put in a permanent dressing, and was fixed by plaster-of- 
Faris bandages in a splint, the foot being placea with its 
inner margin at a suitable angle of deviation from the vertical, 
namely, one of about 45^. 

The subsequent progress of the case was all that could be 
desired, the child recovering a very considerable amount of 
movement in the joint, and being able to walk firmly and 
gracefully. 
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VI. — The conditions seen at an operation for Ventral 
Hernia, five and a half years after laparotomy for 
tiibercular peritonitis. By R. Lawfobd EInaggs, 
M.O. Bead November 11, 1892. 

PvoL xxi, p. 37, of the Sodety^s Transactions I have 
recorded a ease of tubercular peritonitis treated by 
laparotomy and washing out. 

The condition of the peritoneum at the operation on July 
7, 1886, is there described as follows : — " The uterus and 
ovaries were quite normal, and the intestines, mesentery, and 
parietal peritoneum (which was much thickened) were 
covered with myriads of pale pink gelatinous-looking 
tubercles, as big as hemp-seeds, thickly and uniYersally dis- 
tributed, and varying but little in appearance and size.'' 

In vol. xxii, p. 427, a supplementary report is given of the 
patient's continued well-doing. 

In October, 1891, the patient, B. N., who has grown into 
a strong, healthy, young woman, returned with an irreducible 
ventral hernia, containing omentum at the site of the incision. 
The rupture occasionally became much larger, and could only 
be reduced with difficulty by a medical man. 

On November 6, 1891, this was operated upon with a 
satisfactory result. The opening in the aponeurosis was 
circular, and large enough to admit the index finger. 

Though it was not possible to make much of an examina- 
tion of the parts inside the abdomen, the following points 
were made out. 

The omentum was perfectly normal in appearance, except 
that part that had been irreducible and adherent. This was 
like omentum that had been retained in a hernial sac for 
some time. During the operation a considerable quantity 
slipped out through the ring, so that a good opportunity was 
afforded of examining it. 

In the original report the state of the omentum is not 
mentioned, probably because it was not seen at the operation. 

The parietal peritoneum round the ring inside felt quite 
smooth to the finger. The hernial sac was not thick, but it 
was altered inside by inflammatory changes, such as might 
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have been expected in an irreducible hernia where many 
adhesions had been formed. It had numerous small pouches, 
into which nodules of the omentum had fitted. 

A coil of intestine could be well seen through the opening. 
It was glossy^ and had the appearance of healthy intestine. 
No sign of tubercle nor any evidence of the tubercular con- 
dition that existed five and a half years ago was detected. 

Slight and imperfect as these observations necessarily are, 
they may be worth recording, not only as helping to complete 
the particular case,, but because they throw some light upon 
what becomes of peritoneal tubercle when the patient gets 
well. 
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VII. — A case of Hyperplastic (obliterating) Phlebitis or 
PhlebO'Sclerosis affecting tlie larger veins. By 
H. Handfobd, M.D. Bead November 11, 1892. 

THE subject of intermittent albuminnria has given rise to 
so mach discassion^ and to the expression of such widely 
divergent opinions as to its importance and significance^ that 
the case I am about to relate possesses much general interest 
and some importance quite apart from the presence of the 
somewhat rare phenomenon of venous sclerosis proceeding to a 
very unusual degree. 

Case. — Intermittent albv/ntinwria. cardiac hypertrophy, 
hdgh vascular tensicm, general diUtatum of th/Lpe^ 
venules, obUterative endarteritis, and phlebitis, the last nearly 
occluding the saphena and other large veins, — G. D.^ sdt, SO, 
a lace-maker, a tall^ sparely built man^ with dark hair going 
grey, has been out of sorts for two years and has lost weight. 
He suffers frequently from attacks of sick headache. He 
used to be quite strongs and has never had scarlet fever, 
rheumatism^ or typhoid fever. He also denies having had 
gonorrhoea or syphilis, and there is no evidence of the latter 
beyond the vascular sclerosis. His family history is good. 

He has complained for many months of pain in the right 
loin of an aching character^ not influenced by pressure or 
movement of any kind, and sometimes replaced by a feeling 
of heat or cold. 

The hearths apex-beat is just inside the nipple line, 3^ 
inches below the nipple, which is on the fourth riby and 3| 
inches from mid-sternum, and is forcible and heaving in 
character. There is evidently hypertrophy, but little if any 
dilatation. There is a very distinct reduplication of the first 
sound audible at the apex ; and at the base an accentuated 
aortic second sound, and a faint short systolic aortic murmur. 
The heart's action is quite regular, and it beats usually eighty 
times in the minute. 

The radial arteries are narrow, contracted, indurated, but 
not tortuous ; and the vascular tension is very high, as shown 
by the sphygmogram. 

The temporals are very small and difficult to examine. 
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The first pa)*t of the aorta is probably a little dilated, as shown 
chiefly by the systolic murmur and by pulsation in the second 
right intercostal space. 

Generally over the &ce^ trunk, and lower extremities the 
small venous radicles are very distinctly dilated. Both 
internal saphena veins below the knee stand out promi- 
nently as shown in the photographs, which were taken in the 
horizontal position. To the touch they resemble tendons, 
for which they would be taken were it not for their ana- 
tomical position. There are no adhesions and no phlebitis. 
The veins can be rolled quite freely under the finger, but 
they cannot be flattened. In the horizontal position it is 
not possible to detect any flow of blood along the lower third 
of the main trunk on either side ; but with the patient stand- 
ing there appears to be a slight movement of blood in them. 
A similar condition, but to a less though varying degree, 
affects the external saphena veins and most of the branches 
of both internal saphenas, the radial, ulnar, and cephalic 
veins. But the jugular, superficial epigastric, and circumflex 
iliac veins appear normal. 

The patient has never suffered from swelling of the legs 
or any pains or other symptoms such as arise from venous 
thrombosis and subsequent phlebitis ; and, indeed, the condi- 
tion is too wide-spread to render such an hypothesis tenable. 

The urine on admission had a sp. gr. of 1010, and contained 
a marked cloud of albumen. No casts could be found on 
repeated examination, but there were numerous minute crystals 
of oxalate of lime. For about three weeks the urine collected 
at 6 A.M., 1 1 A.M., and 8 f.m. was examined separately every day. 
On one occasion all three specimens were free from albumen ; 
but on all the other occasions the 11 o'clock urine contained 
a quantity varying from a minute trace to a good cloud, and 
had a sp. gr. from 1010 to 1020, but generally near 1010. 

The 6 A.M. urine was always free, and its sp. gr. varied 
from 1016 to 1026, but was generally 1022. 

The evening urine not unfreqaently contained a trace, but 
then always much less than the 11 a.m. urine; its sp. gr, 
varied from 1020 to 1026. 

On examination of the eyes there was a well-marked 
arcus senilis on both sides. Vision was good, and there was 
no change in the fundus. 

As regards treatment, he was made to rest in bed for a 
few days, and took ten grains of iodide of potassium thrice 
daily, and a rhubarb pill containing one grain of calomel 
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6very night or every other night. For a fortnight he was kept 
on light diet and fish ; afterwards he took small quantities of 
meat. At the end of three weeks the iodide was omitted. For 
One week sulphate of soda and tincture of nux vomica were 
given instead. Afterwards the iodide was resumed for 
another three weeks. 

Under treatment the reduplicated first sound of the heart 
very soon disappeared, and the vascular tension was much 
lowered, the radial pulses becoming quite soft. 

The change in the veins was most marked. Though the 
coats remained thicker than normal, and the saphena veins 
could be rolled under the finger above the ankle, even while 
the tension was low, yet the vessel could be easily flattened, 
and evidently carried a good volume of blood. 

The degree of the vascular sclerosis (arterial as well as 
venous) in a man of his age, as well as the remarkable diminu- 
tion of the induration under the use of iodide of potassium> 
render it extremely probable that the lesion was syphilitic. 
But there was no other evidence of syphilis, and the patient 
persistently denied ever having been infected. But even 
assuming the syphilitic origin of the vascular lesion, such an 
advanced degree of sclerosis of the veins as to lead to the 
impression that they were obliterated fibrous cords, and that 
a portion might be excised without harm (a suggestion actually 
made to me), is very rare. 

Neither is it quite clear that, if syphilitic, the whole 
morbid condition was of syphilitic ori^n. It is rather 
probable that in a patient with high vascular tension, and a 
tendency to arterial degeneration, the syphilitic poison 
picked out the weakened tissues, and specially affected the 
blood-vessels. Just as in a fatal case of a woman, recently 
under my care, the syphilitic manifestations were limited to 
the cancellous tissue of bones, including the cranium,.sternum, 
ribs, and vertebras (the latter affection causing paraplegia), 
without any trace of syphilis elsewhere. 

There is no reason to assume lardaceous disease or any 
special syphilitic affection of the kidney. Neither is it likely 
that any very advanced degree of renal cirrhosis (granular 
kidney) exists at present. But I think it likely that, whether 
syphilis be an adjuvant cause or not, the vascular sclerosis will 
again steadily increase, the cardiac and renal changes advance, 
and his life will not be a long one. 

Whether intermittent albuminuria is even-pnrely functional 
or physiological I very much doubt. In the case I have 
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just described the albuminuria was typically intermittent^ 
and though the absence of casts and of persistent low 
specific gravity made the evidence of renal cirrhosis incom- 
plete^ yet there could be no question of the cardio-vasoular 
changes. 

N,B. — Since the above was written Osier's Principlea and 
Practice of Medicine has appeared^ and in it (p. 667) the 
following occurs : 

'* Sclerosis of the veins — jphlehO'Sclerosia — is not at all 
an uncommon accompaniment of arterio- sclerosis^ and is a 
condition to which of late a good deal of attention has been 
paid. It is seen in conditions of heightened blood-pressure^ as 
m the portal system in cirrhosis of the liver, and in the pulmo- 
nary veins in mitral stenosis In ordinary diffuse 

arterio-sclerosis the veins may also be involved, but rarely 
to a marked degree.** 

Bristowe and others have called attention to the same 
condition. This phlebo-sclerosis is not to be confounded with 
multiple and recurring venous thrombosis, of which I have 
recently recorded an eclatant example. 
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VIII. — A case of Nephrolithotomy : la/rge calculus. By 
Donald D. Day {introduced by Howard Maesh). 
Read November 11, 1892. 

MB. President and Gentlemen^— Norwich and the county 
of Norfolk are^ as yon well knowj celebrated for 
the frequency of calculous disorders. The museum of the Nor- 
folk and Norwich Hospital has a collection of calculi^ removed 
from the bladder by various operations, which can hardly be 
surpassed. It is, however, a curious circumstance that, though 
the vesical calculi amount to about 1300, until last summer 
(1891) it possessed no renal calculi except those removed post 
mortem. 

I will briefly describe my case, and subsequently comment 
on the chief points of interest. 

Mrs. A. P., 8Bt. 82, sent for me one night in July, 1891, on 
account of violent abdominal pain. The presence of a large 
renal tumour was at once detected, and she was advised to go 
into the Norfolk and Norwich Hospital, which she did on 
July 25. Her history is as follows : — No family tendency to 
gout, rheumatism, or kidney disease, but one brother had died 
of phthisis. Her own health was good during childhood. For 
the past fourteen years she has suffered occasional pain in 
the right loin, lasting perhaps three days, with intervals of 
complete freedom. The pain was very sharp, but did not 
produce nausea, vomiting, or any urinary trouble. In June, 
1890, during her second pregnancy, the pain became constant 
and severe, with exacerbations at times; the urine became 
thick and slimy, and she noticed a lump in the loin. 

Her confinement in February, 1891, was natural. Since 
then the pain increased and the tumour grew, both conditions 
varying in severity in proportion to the scantiness or abundance 
of the urine passed. 

Present eondition.'-^A rather emaciated woman, with dry, 
rough skin, and worn, anxious expression. Pulse 90 per 
minute, soft and full; thoracic organs sound. 

In the right lumbar region is a visible tumour, which feels 
as big as a cocoa-nut the long axis running downwards and 
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slightly forwards, and on this axis there is some mobility. 
No movements induced by respiration. The tumour feels tense 
and elastic^ universally dull on percussion, the sur&ce being 
smooth and rounded, and reaching from under the ribs down 
to the level of the anterior superior spine. Not much tender* 
ness unless the pain is severe. 

Micturition painless, but more frequent when pain is 
present. The urine, of total daily quantity about 30 oz., is pale 
and muddy, depositing pus about 7 oz., acid, albuminous ; sp. 
gr. 1024. The microscope reveals pus and blood, but no 
crystals or tubercle bacilli. 

There are no signs of disease of the left kidney. 

It was evident that the right kidney was distended with 
pus, and the balance of evidence pointed to its being due to 
calculus rather than tubercular disease. I decided to explore 
and drain the kidney, as the patient was steadily losing 
ground. 

Operation. — On August 7, the patient being etherised, I 
made the usual oblique incision as for lumbar colotomy, and 
at once came down upon the tense capsule ; as soon as this 
was incised foetid pus flowed freely. A rough stone was felt 
just under the capsule. To avoid laceration of the soft parts 
this was broken and removed with forceps, and its bed flushed 
with hot water. The finger exploring the cavity could feel 
no more stone, though the size of the tumour was not much 
lessened. 

The patient was rather collapsed, so after puncturing the 
tumour with a needle to the depth of 2 inches in two or three 
places, and feeling no stone, I inserted a large tube and closed 
the wound, the amount of stone removed being 270 grs. 
whilst wet. 

She rallied well from the operation ; pus, faintly urinous, 
flowed freely from the wound, and the tumour was distinctly 
lessened. The urine passed per urethram remained the same, 
about 20 to 30 oz., but contamed less pus. The wound healed 
entirely except the track of the tube, which lay at the anterior 
end of the incision. 

On probing the wound a week after the operation distinct 
grating could be felt ; pressure upon the front of the tumour 
caused pus to well out from the wound, and on " dipping '* 
sharply downwards a hard substance could be felt, the distance 
from the end of the probe being estimated at 3 inches. 

Second operation on Augvst 20. — The patient being ether* 
ised, the incision was prolonged forwards 4 inches, being 
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carried right down to tlie capsule without exposing the colon 
or peritoneum. The original sac was much contracted^ and 
in its front wall a point of stone was felt with some difficulty. 
The kidney substance was incised (the section being tough 
and ansBmic)^ and by dilating with the finger a large stone 
was felt, very firmly fixed. This was broken o£E and removed. 
Beyond it lay the main bulk of the stone, the connection with 
the piece just removed being a narrow neck. By careful 
dilatation and incision of the kidney substance the stone was 
enucleated from its bed (this pieciB weighing just 2 oz.). 
Some small facetted stones were picked out with a scoop, and 
three broken branches disinterred after dilatation of their sac 
walls. The finger passed right through the kidney to the 
anterior capsule, and could be easily felt through the thin ab- 
dominal wall. Careful and prolonged search failed to find 
any more stone, so after copious fiushing, tubes were inserted 
into the principal sacs and the wound closed, the abdominal 
muscles being united with buried sutures. Only one vessel 
required ligature, and the bleeding from the kidney substance 
was trifling, and easily controlled by pressure. Considering 
the length and severity of the operation, there was very little 
shock — in great contrast to the first operation. The after 
treatment of the case calls for little comment. The tempera- 
ture rose to 102° that night, 101° next day, and then dropped 
to normal. The discharge from the wound was pale, inodorous 
urine, with little pus. 

The urine passed was almost free from pus, about 10 oz. 
daily at first, gradually increasing to 40 oz. by the end of a 
month. The tubes were removed at the end of a fortnight, 
and the patient rapidly recovered health and strength. She 
left the hospital in six weeks on October 3, with a sinus dis- 
charging about 5 oz. of urinous fluid. In May the sinus was 
still open, but the general health was perfect, and she had 
gained nearly 2 stone in weight. 

The calculus, thoroughly dried, weighs 1331 grs., its 
longest diameter being 3| inches, lying in the kidney in an 
antero-posterior direction in the shortest axis. Its shape is 
very suggestive of a dumb-bell, the handle being the body, 
which probably originated in a calyx in the centre of the 
kidney. It seems to have increased slowly until its extremi- 
ties reached the capsule, when they took on more rapid growth 
until they far exceeded the original mass. The resemblance 
of the small facetted calculi to gall-stones is curious, especially 
as the finger passing through the cavity impinged upon th^ 



PLATE I, 
To illustrate Mr. Donald D. Day's Case of Nephrolithotomy. 

Oalcnlns weighing 1331 grains snccessfdlly removed by lumbar 
nephrolithotomy from a woman, A. F., 8Bt. 32. The operation was 
performed in two stages. The calculus, which is mainly phosphatic, 
had apparently been growing for fourteen years. 
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margin of the rib^ just where the gall-bladder should be^ 
the facetting evidently being caused by the friction of the 
loose calculi by the abdominal muscles over the firmly fixed 
mass. 

The chemical analysis is as follows : 



Phosphate of lime 
Phosphate of magnesium . 
Oxalate of lime . 
Urates .... 


Body. 

82 
16 
2 
traces. 


... 


ProeeM. 

66 
32-3 
1-7 
traces. 


Small looM 11000. 

83-6 
8-8 
81 
traces. 



100 100 100 

In referring to previously recorded cases I can find no 
account of a stone of this size being successfully removed. 
Mr. Jacobson, in his Manual^ quotes cases of 652 grs. and 473 
grs., both ending fatally. 

Dr. Shepherd of Montreal has published a fatal case^ the 
weight being 4 oz. 7 drs. 

Mr. Bennett May has recorded a case at a previous meeting 
of this Society, weight 473 grs., which was successful. 

Mr. Myles, of Dublin, gives a case in the Journal of Medical 
Science^ weight 282 grs., also successful. 

The nearest in similarity to mine is a case published in 
the British Medical Journal for January 9, 1892, by Mr. Foot- 
ner, of Tunbridge Wells. From a young adult man he 
removed successfully a branched calculus weighing 822 grs. 

My case is an instance of what lumbar nephrolithotomy 
can accomplish in the hands of a general surgeon unused to 
special abdominal surgery, though it may prompt the thought 
that " fools rush in where angels fear to tread. 

The diagnosis was that of pyonephrosis probably due to 
calculus, and the plan of treatment was to incise the tumour 
at its most prominent point in the loin and drain it, removing 
calculus if present, and to be guided by the course of events, 
and do a secondary nephrectomy if necessary. The end 
certainly justified the treatment, as being one way to success. 
But the question arises, would primary nephrectomy have 
succeeded better? I doubt if the patient could have had 
strength to stand the shock. With the presence of tumour and 
a large quantity of offensive pus I should not have cared to at- 
tempt removal entire through the loin, and I doubt if Mr. 
Knowsley Thornton would recommend extirpation through 
the abdomen in the hands of any average surgeon. 



^ 
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In his hands donbtless it wonld have been successful, but 
in mine the lumbar operation, though less brilliant, was saf er« 
and it has left the patient with some amount of useful kidney. 
That this is not imaginary the gradual increase of urine 
passed after the operation proves, as one can hardly expect 
such a rapid increase of activity in the opposite kidney, seeing 
that her malady had existed fourteen years. 

What I consider to have been the principal cause of the 
successful issue is due to the division of the operation into 
two stages, in the first of which I removed the posterior pro- 
cess and gave free vent for drainage, so that the patient was 
in better condition to stand the major operation. For this 
I can lay no claim for special credit, as it was the result rather 
of accident than design, but it might be a plan worth adopt- 
ing in any similar case. 
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IX. — A case of Double Empyema : simultaneous drainage 
of the pleural cavities: recovery. By J. Walter 
Cabr, M.D. Bead November 11, 1892. 

JOSEPH L., ffit. 7f j was admitted under my care into the 
Victoria Hospital for Children, Chelsea, on January 1, 
1892, suffering from double empyema. The family history was 
good ; no phthisis on either side. The boy had been considered 
delicate, but had had no special illness except measles four or 
five years before. 

He was in good health until December 18, 1891, when he 
had a slight cough, and said he did not feel well; during the 
night he had a convulsion and was feverish. Next day there 
was dyspnoea, some blood-stained expectoration; skin hot and 
dry. On December 18 he developed pleurisy, and about 
December 22 there were well-marked signs of pleural effusion. 
On December 27 the breathing rapidly got worse, and the 
temperature became hectic. In all probability, as indicated 
by the very acute onset, there was pneumonia, most likely 
double from the first, with secondary pleural effusion, which, 
as so often happens in children, soon became purulent. 

The boy was brought to the hospital from Chiswick, and 
his condition on admission, at 2 p.m. on January 1, was such 
as not to admit of a very thorough examination. He was 
much wasted, pale, with slight hectic fiush on cheeks, urgent 
dyspnoea, alae nasi working, respirations shallow, about 72 
per minute; pulse 176, regular, very small and weak; tem- 
perature 102^. The respiratory movements were about equal 
on the two sides, but very sUght, there being no expansion at 
the bases. There was good resonance in front on either side, 
but both axillae were absolutely dull, and also the back on 
each side below a line about midway between the spine and 
angle of the scapula; very harsh breath-sounds and a few 
coarse r&les were heard over the upper part of each lung, and 
distant bronchial breathing with diminished vocal resonance 
below. Heart not displaced, sounds normal ; no sign of peri- 
cardial effusion. Urine free from albumen. On the right 
side an exploring syringe readily drew off pus ; on the left 
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side a few drops were obtained^ and the needle then became 
blocked. 

Stimulants were given freely^ bat distinct difficulty in 
swallowing was noticed. The boy rallied a little^ and at 5 p.m. 
the largest sized aspirating needle was introduced into the 
right side^ from which the pus had already been found to 
come freely^ and about 8^ oz. of thick inodorous pus were 
withdrawn. 

Immediately afterwards the temperature was 102*4^; it sub- 
sequently fell to 100*6^ : patient seemed somewhat relieved, 
took food fairly well during the night, and slept for two or 
three hours. 

The first problem that now presented itself was whether, 
considering the critical condition of the boy, it would be safe 
at once to do a radical operation and establish free drainage, 
or whether to be content with repeated aspirations on both 
isides, so relieving the most urgent symptom, the dyspnoea, 
and gaining time before venturing upon more severe treat- 
ment. It seemed to me, however, that with pus freely forming 
in both pleural cavities any delay would tend to further 
weaken the child, and rather to diminish the prospects of ulti- 
mate recovery than to improve matters ; in short, that the fact 
of the empyema being doable tended to increase rather than 
to diminish the need for immediate operation. Moreover on 
the left side the pus had not escaped freely at the preliminary 
exploration, and free drainage of it would be likely to relieve 
the heart as well as the lung. Accordingly, the dyspnoea 
having been somewhat lessened by the aspiration of the right 
side, and the patient's condition being less desperate than on 
admission, next morning, January 2, at 9 a.m., Mr. Nairn, the 
house surgeon, after injecting ten minims of a 20 per cent, 
solution of cocaine, removed a portion of the eighth rib in the 
posterior axillary line on the left side ; about 7 oz. of inodorous 
pus and some large flakes of lymph escaped, a large drainage- 
tube was inserted, and the wound dressed with cyanide 
gauze. The boy stood the operation well, and showed no sign 
of collapse or faintness during or after it ; he felt no pain, 
only remarking when the rib was being cut by the bone for- 
ceps that his side ached a little. The discharge for the first 
few hours was very abundant. 

During the next few days the child was distinctly better, 
pulse stronger, varying between 130 and 168 ; respirations 
from 52 to 56. Diarrhoea, which had been present before 
admission, was troublesome, averagingabout six liquid motions 
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a day. Temperature fell after the operation to 97*8°, and 
subsequently oscillated irregularly between 99® and 101°. 
The right pleural cavity, however, was evidently refilling, and 
the question now arose whether to be content for the present 
with aspirating it, or whether to drain it freely like the other 
side. The first point to decide was whether the double open- 
ing would cause fatal embarrassment of respiration by collapse 
of both lung6, for as recently as 1886 it has been definitely 
stated in Heath's Dictionary of Surgery that " if a general 
empyema have been opened, and another form on the 
opposite side, it is obvious that the only surgical treatment 
for the second collection is by aspiration." As was pointed 
out, however, by Dr. Sidney Coupland and Mr. Pearce Gould 
in the paper on a case of double empyema which they read 
before this Society in December, 1890 {Transactions, vol. xxiv), 
the lung does not collapse when an empyema is drained as it 
does when the healthy pleural cavity is opened, owing to the 
adhesions which will almost certainly have formed ; and, in 
fact, that draining an empyema and freely admitting air 
diminishes rather than increases the pressure upon the lung. 
Moreover a crucial test was afforded by the patient's condition 
after the first operation : had that been attended with further 
collapse of the left lung the dyspnoea must have been at once 
greatly increased, whereas it had from the first steadily 
diminished, and the physical signs indicated freer entry of air 
into the lung ; it might, therefore, fairly be assumed that the 
same result would follow drainage of the other pleural cavity, 
especially as, the two empyemata having originated at or about 
the same time, the adhesions on each side might be expected 
to be equally firm. 

But, granting the absence of any inherent danger in the 
simultaneous drainage, the question still remained as to whether 
it would be well to subject the boy to the risks from shock, 
&c., of a second operation when, even though the more 
Urgent symptoms were relieved, he was still in a most pre- 
carious state. I thought, however, whilst one must admit 
the possibility of the right pleura recovering under treatment 
by aspiration only, that yet this was exceedingly improbable, 
and that so long as a large internal abscess remained un- 
drained no real improvement could be expected ; the tempera*- 
tnre would almost certainly remain up, the diarrhoea continue, 
•emaciation increase, the strength further deteriorate, and so^ 
the shock of the first operation having been recovered from, 
further delay would only render the boy less rather than 
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better fitted to undergo the second one^ wliich would in all 
probability be necessary sooner or later. He was certainly in 
a better condition now than he had been before the first 
operation^ through which he had passed safely. It seemed^ 
therefore, only right to adopt the ordinary rule of freely eva- 
cuating pus wherever it could be found, and to do so as soon 
as possible. 

On January 6, therefore, four days after the first operation, 
the same quantity of cocaine as before was injected into the 
side, and Mr. Nairn excised a portion of the right sixth rib 
in the mid-axillary line. About 8 oz. of thick pus escaped ; the 
lung was felt adherent in front and behind ; it could not be 
reached by the finger opposite the wound. A large drainage- 
tube was inserted, and the wound dressed like the previous 
one. The local ansBsthesia did not seem nearly so complete 
as it had been at the first operation, or perhaps the patient 
was more capable of feeling pain, but the collapse afterwards 
was certainly greater, for though the temperature only fell 
to 98'8° the respirations rose to 80, and were very laboured; 
the pulse was 180, feeble and irregular. The colour became 
very leaden. Pour minims of liquor strychninae were given 
hypodermically as a respiratory stimulant. 

The child slowly rallied, but for some time, contrary to 
what I had expected, there was but little improvement in the 
general condition; the pulse varied from 140 to 160, respira- 
tions from 50 to 60, and the diarrhoea was even more severe 
than before ; for some days also there was pain in swallowing, 
referred to the chest ; throat quite healthy ; temperature very 
irregular, varying between 98^ and 103°. 

The febrile symptoms were probably due in part to a double 
purulent otorrhoea which developed during the third week of 
January, and possibly also the original pneumonia had not 
subsided, as for some weeks subcrepitant r&les were heard in 
the right lung, especially about the angle of the scapula. 

The discharge from the right pleural cavity continued to 
be very abundant, but on the left side the lung rapidly ex- 
panded and the discharge notably diminished. On January 
25, on the right side there was resonance and clear breathing 
to the fifth rib in front and to the angle of the scapula behind^ 
absolute dulness below the latter point. The left lung seemed 
to have completely expanded, except for deficient resonance 
and very weak breath-sounds at the extreme posterior base. 
Heart's apex-beat in fifth left space in nipple line, distinct 
pulsation at the epigastrium. 
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Despite the coBtinuance of irregular pyrexia the child's 
condition began slowly to improve ; the pulse remained for a 
long time at about 140, the respirations at about 40 per minute. 
On January 29 the tube was removed from the left side, but a 
smaller one had to be inserted a few days later, owing to some 
pus reaccumulating in a small sinus which still remained. 
After this, from January 31, the temperature became normal 
and the diarrhoea ceased. Henceforward the improvement 
was rapid, the temperature remaining normal except for an 
occasional short rise due to the right side not draining quite 
freely. The tube on the left side was finally left out on 
March 10, but for several weeks previously the lung had 
practically completely expanded, only a narrow sinus being 
left. The right lung was much longer in expanding, and for 
some weeks pus was discharged freely from the wound ; the 
tube was finally left out on April 5. Probably a more pos- 
terior opening close to the angle of the scapula, as Mr. Goalee 
advocates, and such as was made on the left side, would have 
afforded better drainage and led to more rapid closure of the 
cavity. 

At the beginning of March patient had a curious attack 
of hsemoglobinuria ; for some days the urine was very scanty, 
only 7 to 10 oz. per diem, got gradually darker, and at last 
almost porter-coloured ; for five days it deposited about one 
third albumen on boiling, presented an enormous dark gra- 
nular deposit, and gave the typical blood-pigment reaction 
with ozonic ether and guaiacum. The microscope showed a 
few red blood-corpuscles, a few granular casts, and amorphous 
debris. During the first three days of this attack there was 
some fever, but this seemed to be due to retention of pus in 
the right pleural cavity, for the temperature rapidly lell to 
normal when a larger tube was inserted, whereas the abnormal 
condition of the urine lasted four days longer ; it then suddenly 
became perfectly healthy again, and remained so. I cannot 
explain the nature of this attack ; there was nothing, I think, 
in the cyanide dressings to produce it. I am not aware of any 
cases having been recorded attributable to retained pus j the 
boy had not been out of bed ; there seemed no possibility of 
his having been exposed to any chill, and no history could be 
obtained of any previous similar attack. 

Patient was sent to Margate on April 13 ; at that time on 
the right side there was resonance in front to the fifth 
space, but still some dulness and very weak breathing in the 
lower part of the axilla and below the angle of the scapula, 
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but beside the spine a narrow band of resonance extended to 
the extreme base of the lung. On the left side the resonance 
was normal^ and the breath-sounds were clear to the extreme 
base. Heart's apex-beat in the fifth space just inside the 
nipple line ; still some epigastric pulsation. The boy returned 
from Margate on May 11, haying gained 6 lbs. in weight; 
since then he has continued to gain weight. The right lung 
has completely expanded ; the movements on both sides are 
now fairly good, with normal resonance and clear breath- 
sounds all over. He seems perfectly well in every respect, and 
his mother tells me that he is as well as he ever was in his lif e» 

I have already referred to Dr. Sidney Coupland^s and Mr. 
Pearce Gould's case of double empyema, and have nothing to 
add to the remarks which they made upon it, as my case en- 
tirely confirms the conclusions at which they arrived, particu- 
larly as to the advisability and safety of treating these cases 
by free drainage, provided that if possible an interval of a 
few days be given between the operations on the two sides in 
order to avoid the danger of excessive shock. But in view of 
the comparative rarity of the condition, and still more because 
the old belief probably still lingers that double empyema 
cannot be safely treated by simultaneous drainage of both 
sides, I thought it well to bring forward this case as a con- 
firmation of previous ones ; feeling, too, that though the ulti- 
mate result was so successful, yet on several occasions it 
was very nearly being very different, and that, as I had had 
no previous experience of the management of such cases, some 
suggestions might be elicited for still further diminishing 
the inevitable dangers attendant upon them. 

Dr. Coupland and Mr. Gould appended to their paper a 
list of previous similar ones which have been recently recorded, 
and I have only found four which have been published since. 
In the Lancety 1891, vol. i, p. 1885, a case is described by 
Dr. Handford, of Nottingham. The patient was a boy 8Bt. 7^; 
he had been ill three weeks. Respirations were 56. On the 
left side dulness began at the fourth rib, and on the right at 
the fifth, and below the middle of the scapula behind on both 
sides. On February 13 the left side was opened in the sixth 
space in the posterior axillary line, and three quarters of an 
inch of rib removed. Ten days later the right side was opened 
in the seventh space below the angle of the scapula, and an inch 
of rib excised. The tubes were both left out in nine weeks, and 
three weeks later respiration was normal over the whole of 
both lungs. 
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Dr. Deanesly records two cases from the Wolverhamptom 
General Hospital in the Lancet, 1892, vol. i, p. 1299. (1) A girl 
88t. 10, ill three weeks ; on December 23, 1891, the left side 
was aspirated and 22 oz. of pas removed. Next day a portion 
of the fifth rib was resected in the left posterior axillary line, 
and 38 oz. of pus evacuated. Five days later 3^ oz. of pus 
were vriithdrawn by aspiration from the right side, and eleven 
days after the first operation a small right empyema was 
drained by free resection of the eighth rib in the scapular 
line. The child left the hospital on February 1, and a week 
later both wounds were soundly healed. 

(2) An infant, 86t. 18 months, admitted March 21, 1892^ 
with an indefinite history of illness. Pus was found on the 
left side, and next day half an inch of the eighth rib was re- 
sected in the scapular line without an anaesthetic; a large 
quantity of pus escaped. Twelve days later pus was found at 
the right base. Death occurred suddenly next day, before an 
operation could be performed, and the right pleural cavity 
was found full of thin pus. 

Dr. F. Huber, of New York, records a case {Archives of 
Pediatrics, March, 1892, p. 203) in addition to two which he 
had previously published. A boy, aet. 6, had right lobar pneu- 
monia followed by empyema ; a free incision was made into 
the right pleura and a pint of pus evacuated. Six days after, 
signs of effusion having developed in the left pleura, a free 
incision was made into it; the tubes were removed two 
months later, and the boy made a complete recovery. 
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X. — A case of Pancreatic Cyst: exploratory laparO' 
tomy : enucleation impracticable : death from shock. 
By J. W. HuLKB, F.R.S. Bead November 25, 1892. 

THE number of recorded instances of cysts arising in con- 
nection with the pancreas is still so small that it has 
appeared to me that a short account of one which some time 
since came under my observation might be worthy of the 
notice of the Clinical Society. No analysis was made of the 
fluid it contained, but I snr^se that an^ analysis wonld not 
have thrown any light on the nature of the cyst at the time 
the operation was undertaken ; for^ as in the analogous case of 
retention cyst of the gall-bladder^ where the biliary fluid at 
first enclosed is ultimately replaced by a clear or turbid 
mucus without bile-stain^ so it seems probable that pancreatic 
cysts originally containing the proper products of this gland 
would ultimately have substituted for these an indifferent 
mucoid contents. 

As regards the diagnosis of the origin of the cyst the 
absence of such an analysis was, I submit, compensated by 
an exact appreciation of its anatomical relations, for these 
were such as, I think, leave no doubt as to whence it arose. 
They show also the technical difficulties which the surgeon 
may encounter, and which, as here, may make the cotnpletion 
of his task impracticable. 

In March, 1874, 1 operated on a lady forty-three years old 
for a strangulated femoral hernia, from which she made a 
good recovery. She had also an abdominal tumour, thought, 
I was told, to be ovarian. Its history was not, however, 
quite consonant with this idea, since the tumour was known 
to have been present for very many years ; so long, indeed, 
had it existed that the patient did not recollect when she first 
noticed it, and was inclined to connect it with a severe illness 
in childhood, marked by long-continued jaundice. From that 
time her digestion had ever been easily disordered. Milk, 
she found, particularly disagreed with her, so that for more 
than twenty years she had carefully avoided it and all food 
prepared with it. 
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At the herniotomy I availed myself of the opportunity of 
examining the tnmonr with the finger passed through the 
femoral ring and the other hand placed on the front of the 
belly^ and I was particularly impressed by two things : 1, the 
fixity; and 2^ the hardness of the tumour^ suggestive of 
solidity or of a very tightly distended thick-walled cyst. 

I next saw the patient on December 1, 1878 — four years 
later^ when I learned she had latterly suffered increasingly 
from gastric disturbance^ and for the past three weeks had 
vomited daily. The bowels also were obstinately bound. 
She looked extremely ill, and was very emaciated and feeble. 

The tumour now occupied the whole central area of the 
belly^ extending from near the free tip of the ensiform 
cartilage almost to the pubes. Around it was a resonant 
band which^ beginning above, on the left, at the point of 
first contact of the eighth with the seventh costal cartilage, 
thence crossed between the tumour and the right costal 
cartilages into the right flank, thence descended into the 
right inguinal region, crossed the lowest part of hypogastric 
region and ascended into the left flank, where it ceased a 
short distance above the level of the highest point of the 
iliac crest. Thus there was a distinct resonant interval 
between the upper border of the tumour and the liver, and 
also between its lower border and the pelvis. No fluctuation 
could be elicited. 

The uterus, small, was pressed down and backwards, and 
its degree of mobility was such as to suggest that any con- 
nection of it with the tumour could be only of a very indirect, 
lax kind. 

As it seemed probable that the voipiting and the obstruc- 
tion were due to the pressure of the tumour on the stomach, 
and on the colon at the pelvic brim, and as her condition was 
so urgent that the question of an operation had to be 
immediately faced, I advised her to go into the Middlesex 
Hospital, which she did, her home circumstances being such 
that she could not have otherwise had the necessary attention. 
At a consultation with other members of the hospital staff 
the preponderant opinion was rather in support of the tumour 
being a multilocular ovarian cyst, its fixity being attributed 
to extensive adhesions. 

On December 9, at 9 o'clock a.m., I made an exploratory 
laparotomy, dividing the abdominal walls by an incision 
between the navel and pubes. No adhesions to the anterior 
parietes were present. The front of the tumour was overlaid 
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7 o'clock P.M. she had rallied somewhat. The surface was 
warmer than it had been at noon^ and the pnlse was slightly 
less feeble. She had dozed at short intervals. In the night 
her exhaustion increased^ and at 5 o'clock am., December 10^ 
death occurred. 

Permission to make a necropsy could not be obtained. 
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by the omentum^ and on this being pressed out of the way the 
tumour was found to be retro-peritoneal^ for on tracing its 
surface upwards and downwards^ and also laterally^ its 
peritoneal covering was found to pass directly from it into 
that lining the posterior abdominal parietes. When^ for 
better examination of its relations^ the tumour had been more 
thoroughly exposed by largely prolonging the abdominal 
incision upwards, the upper border of the tumour was found 
to be horizontally crossed by the pancreas^ which was 
intimately connected with it. Immediately below this 
viscus, and parallel to its lower margin, the upper part of 
the tumour was also crossed by a large artery (splenic ?) ; 
and again below this, and separated from it by only a slight 
interval, it was crossed by a large vein, which increased in 
size towaras the right by the accession of several tributaries, 
the largest\)f which ascended vertically rather to the right of 
the axis of the tumour, and appeared to be the vena comes of 
a large artery which escaped from under the lower border of 
the pancreas and passed vertically downwards, grooving the 
front of the tumour, and disappeared from view at its lower 
border beneath a piece of small intestine, which, in a roughly 
horizontal course, crossed the lowermost limit of the tumour, 
being fixed to it by the expansion of peritoneum covering it 
and the front of the tumour. The large vein and artery 
just described were regarded as the superior mesenteric, and 
the small intestine as the duodenum removed from its normal 
relation with the pancreas and carried downwards by the 
enlarging tumour. 

The peritoneum was divided parallel to these large vessels, 
and an attempt was made to enucleate the tumour, but the 
superior adhesions proved inseparable, and those behind 
seemed to attach it so closely to the aorta and vena cava 
that it was to be feared that any prolonged attempt to 
separate it from these parts might lead to injury of the 
vessels and uncontrollable hasmorrhage. Under these cir- 
cumstances further endeavour to enucleate the tumour was 
abandoned ; it was tapped, and much brownish glairy fluid 
escaped. The cyst wall was thick, and in it harder parts 
were noticed, giving the impression of their being adventitious 
bony plates. The opening in the cyst was brought to the 
surface and stitched to the integument, and a drain inserted. 
The external wound was closed, and dressings as after an 
ovariotomy were applied. 

The shock from the operation was considerable. At 
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7 o^clock P.M. she had rallied somewhat. The surface was 
warmer than it had been at noon^ and the pulse was slightly 
less feeble. She had dozed at short intervals. In the night 
her exhaustion increased^ and at 5 o'clock a.k.j December 10^ 
death occurred. 

Permission to make a necropsy could not be obtained. 
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by the omentum^ and on this being pressed out of the way the 
tumour was found to be retro-peritoneal, for on tracing its 
surface upwards and downwards, and also laterally, its 
peritoneal covering was found to pass directly from it into 
that lining the posterior abdominal parietes. When, for 
better examination of its relations, the tumour had been more 
thoroughly exposed by largely prolonging the abdominal 
incision upwards, the upper border of the tumour was found 
to be horizontally crossed by the pancreas, which was 
intimately connected with it. Immediately below this 
viscus, and parallel to its lower margin, the upper part of 
the tumour was also crossed by a large artery (splenic ?) ; 
and again below this, and separated from it by only a slight 
interval, it was crossed by a large vein, which increased in 
size towards the right by the accession of several tributaries, 
the largest^f which ascended vertically rather to the right of 
the axis of the tumour, and appeared to be the vena comes of 
a large artery which escaped from under the lower border of 
the pancreas and passed vertically downwards, grooving the 
front of the tumour, and disappeared from view at its lower 
border beneath a piece of small intestine, which, in a roughly 
horizontal course, crossed the lowermost limit of the tumour, 
being fixed to it by the expansion of peritoneum covering it 
and the front of the tumour. The large vein and artery 
just described were regarded as the superior mesenteric, and 
the small intestine as the duodenum removed from its normal 
relation with the pancreas and carried downwards by the 
enlarging tumour. 

The peritoneum was divided parallel to these large vessels, 
and an attempt was made to enucleate the tumour, but the 
superior adhesions proved inseparable, and those behind 
seemed to attach it so closely to the aorta and vena cava 
that it was to be feared that any prolonged attempt to 
separate it from these parts might lead to injury of the 
vessels and uncontrollable haemorrhage. Under these cir- 
cumstances further endeavour to enucleate the tumour was 
abandoned ; it was tapped, and much brownish glairy fluid 
escaped. The cyst wall was thick, and in it harder parts 
were noticed, giving the impression of their being adventitious 
bony plates. The opening in the cyst was brought to the 
surface and stitched to the integument, and a drain inserted. 
The external wound was closed, and dressings as after an 
ovariotomy were applied. 

The shock from the operation was considerable. At 
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7 o'clock P.M. she had rallied somewhat. The surface was 
warmer than it had been at noon^ and the pulse was slightly 
less feeble. She had dozed at short intervals. In the night 
her exhaustion increased^ and at 5 o'clock a.k.j December 10^ 
death occurred. 

Permission to make a necropsy could not be obtained. 
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by the omentum^ and on this being pressed out of the way the 
tumour was found to be retro-peritoneal, for on tracing its 
surface upwards and downwards, and also laterally, its 
peritoneal covering was found to pass directly from it into 
that lining the posterior abdominal parietes. When, for 
better examination of its relations, the tumour had been more 
thoroughly exposed by largely prolonging the abdominal 
incision upwards, the upper border of the tumour was found 
to be horizontally crossed by the pancreas, which was 
intimately connected with it. Immediately below this 
viscus, and parallel to its lower margin, the upper part of 
the tumour was also crossed by a large artery (splenic ?) ; 
and again below this, and separated from it by only a slight 
interval, it was crossed by a large vein, which increased in 
size towa^s the right by the accession of several tributaries, 
the largest^f which ascended vertically rather to the right of 
the axis of the tumour, and appeared to be the vena comes of 
a large artery which escaped from under the lower border of 
the pancreas and passed vertically downwards, grooving the 
front of the tumour, and disappeared from view at its lower 
border beneath a piece of small intestine, which, in a roughly 
horizontal course, crossed the lowermost limit of the tumour, 
being fixed to it by the expansion of peritoneum covering it 
and the front of the tumour. The large vein and artery 
just described were regarded as the superior mesenteric, and 
the small intestine as the duodenum removed from its normal 
relation with the pancreas and carried downwards by the 
enlarging tumour. 

The peritoneum was divided parallel to these large vessels, 
and an attempt was m^*de to enucleate the tumour, but the 
superior adhesions proved inseparable, and those behind 
seemed to attach it so closely to the aorta and vena cava 
that it was to be feared that any prolonged attempt to 
separate it from these parts might lead to injury of the 
vessels and uncontrollable haemorrhage. Under these cir- 
cumstances further endeavour to enucleate the tumour was 
abandoned ,- it was tapped, and much brownish glairy fluid 
escaped. The cyst wall was thick, and in it harder parts 
were noticed, giving the impression of their being adventitious 
bony plates. The opening in the cyst was brought to the 
surface and stitched to the integument, and a drain inserted. 
The external wound was closed, and dressings as after an 
ovariotomy were applied. 

The shock from the operation was considerable. At 
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7 o'clock P.M. she had rallied somewhat. The surface was 
warmer than it had been at noon^ and the pulse was slightly 
less feeble. She had dozed at short intervals. In the night 
her exhaustion increased^ and at 5 o'clock a.k.^ December 10^ 
death occurred. 

Permission to make a necropsy could not be obtained. 
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by the omentum, and on this being pressed out of the way the 
tumour was found to be retro-peritoneal, for on tracing its 
surface upwards and downwards, and also laterally, its 
peritoneal covering was fonnd to pass directly from it into 
that lining the posterior abdominal parietes. When, for 
better examination of its relations, the tumour had been more 
thoroughly exposed by largely prolonging the abdominal 
incision upwards, the upper border of the tumour was found 
to be horizontally crossed by the pancreas, which was 
intimately connected with it. Inmiediately below this 
viscus, and parallel to its lower margin, the upper part of 
the tumour was also crossed by a large artery (splenic ?) ; 
and again below this, and separated from it by only a slight 
interval, it was crossed by a large vein, which increased in 
size towards the right by the accession of several tributaries, 
the largest^f which ascended vertically rather to the right of 
the axis of the tumour, and appeared to be the vena comes of 
a large artery which escaped from under the lower border of 
the pancreas and passed vertically downwards, grooving the 
front of the tumour, and disappeared from view at its lower 
border beneath a piece of small intestine, which, in a roughly 
horizontal course, crossed the lowermost limit of the tumour, 
being fixed to it by the expansion of peritoneum covering it 
and the front of the tumour. The large vein and artery 
just described were regarded as the superior mesenteric, and 
the small intestine as the duodenum removed from its normal 
relation with the pancreas and carried downwards by the 
enlarging tumour. 

The peritoneum was divided parallel to these large vessels, 
and an attempt was made to enucleate the tumour, but the 
superior adhesions proved inseparable, and those behind 
seemed to attach it so closely to the aorta and vena cava 
that it was to be feared that any prolonged attempt to 
separate it from these parts might lead to injury of the 
vessels and uncontrollable haemorrhage. Under these cir- 
cumstances further endeavour to enucleate the tumour was 
abandoned; it was tapped, and much brownish glairy fluid 
escaped. The cyst wall was thick, and in it harder parts 
were noticed, giving the impression of their being adventitious 
bony plates. The opening in the cyst was brought to the 
surface and stitched to the integument, and a drain inserted. 
The external wound was closed, and dressings as after an 
ovariotomy were applied. 

The shock from the operation was considerable. At 
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7 o'clock F.K. she had rallied somewhat. The surface was 
warmer than it had been at noon^ and the pulse was slightly 
less feeble. She had dozed at short intervals. In the night 
her exhaustion increased^ and at 5 o'clock a.k.^ December 10^ 
death occurred. 

Permission to make a necropsy could not be obtained. 
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extremity being partially hidden by coils of small intestine. 
On removing it from the belly the pedicle was found to be 
twisted through three complete revolutions ; on this account^ 
as well as from the large size of the veins, it resembled an 
exceedingly thick umbilical cord. The pedicle was transfixed 
and tied in two halves with plaited silk. For security an 
encircling ligature was placed around the pedicle a centimetre 
below the point of transfixion ; the spleen was cut away, and 
the wound closed in the usual manner. The patient was 
treated on exactly the same plan as after ovariotomy. For 
three days after the operation the temperature and pulse 
were as follows : temp. 99°, pulse 104 ; temp. 100°, pulse 96 ; 
temp. 99°, pulse 92, and then became normal. She never 
exhibited an unfavourable symptom, and left, convalescent, 
August 5, twenty-five days after the operation. 

A perusal of the recorded cases of splenectomy shows 
clearly enough that success depends in a large measure on 
the treatment of the pedicle. I selected moderately thin but 
very strong plaited silk, rendered aseptic and preserved in 
absolute alcohol. 

The spleen weighed sixteen ounces, and differed slightly 
in shape from the normal organ. The anterior border pre- 
sented only a shallow notch, and explained why we were unable 
to recognise definitely the splenic nature of the swelling 
before undertaking an exploratory operation. Before re- 
moving the spleen I attempted to ascertain the existence or 
otherwise of a splenculus or splenculi, but failed to find one. 
Nearly every fostus possesses a spleen and at least one 
splenculus. Sometimes as many as five splenculi are present, 
and occasionally, especially when the viscera are transposed, 
the spleen is represented by a number of splenculi clustering 
together like a bunch of grapes, or widely separated, re- 
minding one of asteroids. Although I failed to find a satellite 
spleen, its absence must not be regarded as proved. Had I 
recognised a splenculus my intention was to avoid removing 
it with the main spleen, in the hope that perhaps it would 
have taken on compensatory hypertrophy, as is occasionally 
the case with accessory thyroids. 

Before the operation three observations were made on the 
numerical proportion of the blood-corpuscles. The calculation 
gave the following results : 

July 9.— Red cells, 4,000,000 ; white cells, 1 to 600 red. 

July 11.— Red cells, 5,300,000; white cells, 1 to 642 red. 

July 12.— Red cells, 4,200,000; white cells, 1 to 642 red. 
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After the operation the observations gave the following 
results : 

July 19.— Eed cells, 8,900,000; white cells, 1 to 380 red. 

August 4.— Red cells, 4,900,000; white cells, 1 to 250 
red. (Dr. Wethered.) 

November 30.— Red cells, 4,850,000; white cells, 1 to 155 
red; hsemoglobin, 70 per cent.; several microcTtes. (Dr. 
Wethered.) 
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XIV. — A case of Hemiplegia in Typhoid Fever asao^ 
dated with Aphasia: hsdmorrhage from the bowels 
and purpura. By Fbanois Hawkins, M.B. Bead 
December 9, 1892. 

ALICE H.^ 88t. 18^ servanty came under my observation 
April 21^ 1890^ complaining of " pains in the head and 
diarrhoea/' of four days' duration. There had been no rigor 
or shiver, and until four days ago she was quite well. 

Examination of patient. — The patient lies upon her back ; 
the face is flushed and pupils dilated ; the tongue is dry^ red 
at the tip^ edges^ and in the centre^ but white on either side ; 
no sordes on teeth ; lips no t^oracked ; skin dry, burning. Is 
very thirsty, feels m^i4i^^|Ld|^^^^^dry ; is fairly well 

nourished. /rv^ — *->oo~ ^^\ 

Heart. — PositiG^Uftrmal ; sounds n%igbl. Pulse 70 per 

minute, regular, f M6V 15 IttS .] 

Lungs. — Percusbion normal in jul re^Jns; few r&les at 
bases. Bespiratioi^^Qjaer-rsiisttte. a^^y 

Abdomen. — SHghfi)^fiw4if|LVnl^^^;^^ no 

pain, no gurgling, no spJJtB) BpltdJiT^t enlarged ; liver not 
enlarged. 

Bowels. — Stools liquid, offensive, somewhat typhoidal in 
character. 

Urine. — Sp. gr. 1020, acid, no albumen. 

Temperature in axilla, 101*8°. 

The case, from the above facts, was regarded as one of 
typhoid fever. 

Without going into the daily condition of the patient I 
propose to draw attention to points of interest which preceded 
the hemiplegia. 

On April 28 — the seventh day after admission and the 
eleventh day from first feeling ill — the tongue was noticed to 
be quite clean and moist. The patient asked for food, and 
said she felt very hungry. The spleen was now enlarged. 

May 2. — Since the above note the patient improved until 
yesterday, when she relapsed into a " typhoid state." The 
bowels were moved three times, and on each occasion blood 
was passed. 
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May 4 (thirteenth day since admission and seventeenth 
day of illness). — Typical typhoid spots are now seen on the 
abdomen. . Blood has been passed by the bowels each day 
since last note. 

May 6. — The patient vomited some brownish curds. 

May 8. — Typhoid spots have been daily observed (since 
their first appearance, May 4) in successive crops, and now 
purpuric spots are seen over the abdomen — for the most part 
distinct and separate from the typhoid spots, but a few of the 
typhoid spots assume a hemorrhagic character. 

This is the sixth day since the first appearance of hasmor- 
rhage from the bowels, which has, with only one intermission, 
been of daily occurrence. Yesterday a considerable quantity 
of blood was passed. 

May 12. — No haemorrhage from the bowels for the past 
three days. Patient is much exhausted and emaciated. 
Heart sounds are feeble, but no murmur is heard ; while the 
typhoid spots are gradually fading the purpuric spots are 
increasing. They are specially numerous over the right iliac 
region. Some of the spots are of the size of a pea. 

May 13. — Haemorrhage occurred from the bowels last 
evening at 8 p.m., and recurred three times during the night 
and twice this morning. It is estimated that about half a 
pint of blood was passed on each occasion. The purpuric 
spots are more numerous, and now extend down the right 
thigh almost to the knee. 

May 14. — ^No haemorrhage from the bowels; no cardiac 
murmur. 

May 15. — This is the twenty-fifth day since admission 
and twenty-ninth since onset of illness, the fourteenth day 
since haemorrhage from the bowel was first noticed, and the 
eighth day since the first appearance of purpuric spots. 

The patient when spoken to makes no reply, but when 
asked to put out her tongue — it requires very loud speaking, 
almost shouting to make her respond — she does so, and the 
tongue deviates to the right side. When asked to move the 
left arm she does so, but when asked to move the right arm 
she is unable to do so, although it is evident that she tries. 

The right leg is everted and cannot be moved. The left 
leg can be moved. 

The tendon-reflex is not marked on either side, but there 
are slight muscular vibrations. 

So far as one can judge the cutaneous sensibility in the 
arms and legs of the right side is somewhat impaired. The 
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bowels are constipated ; purpuric spots are abundant. The 
abdomen is less distended^ but there is marked tympanites 
over the region of the csecum and the ascending and 
transverse colon, while over the descending colon and to 
the left of the middle line the percussion note is of a muf&ed 
character. 

On May 17, the thirty-second day, the patient died. 

Post-mortem, — Body much emaciated ; abdomen not much 
distended ; purpuric spots over the abdomen and down the 
right thigh ; post-mortem lividity on dorsum well marked. 

The skin over iliac region is greenish in colour. 

Bight leg everted. 

Bigor mortis marked in both legs and in the left arm, but 
only very slight in the right arm. 

On opening the abdomen the caecum is observed to be 
much distended ; the ascending and transverse colon are also 
much distended. The descending colon is only slightly dis- 
tended. 

The small intestine is pushed en masse to the left of the 
middle line, and the stomach is pushed upwards. 

On removing and opening the intestine, the large intes- 
tine throughout its whole extent, but more especially in 
the ascending and transverse portions, was a mass of 
ulceration ; many of these ulcers extended down through all 
the coats, having only the serous coat for the base. The 
ulcers varied in size from a small to a large marble. No 
ulcerated vessels could be detected. 

The caecum contained a few ulcers, which were also deep, 
while in the ileum only three Peyer's patches showed signs of 
ulceration. These were not deep, and the edges were 
rounded. 

The spleen was much enlarged, soft and friable. 

The liver showed cloudy swelling. 

The lungs were congested. 

The Heart. — There was no pericarditis; the ventricular 
walls were soft and flabby. A thrombus was situated in ,the 
left auricle, and numerous blood-clots beneath the columnae 
cameae and amid the musculi pectinati of the left auricle. The 
valves were normal. 

The brain was more soft anteriorly on the left side than 
the right. The left middle cerebral artery was occluded by 
a small reddish-white plug, about the size of a grain of rice. 
This plug was situated a few lines above the origin of the 
anterior cerebral artery and the posterior communicating. 
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Bemarks. — ^Although this case presents many points of 
interest — I may for a moment mention ''purpura/'* which 
is apparently not common in typhoid^ and is frequently^ but 
not always, indicative of a fatal termination — ^it is my inten- 
tion to limit my remarks to the subject of " hemiplegia in 
typhoid fever;" and, while reflecting how best to make any 
remarks worthy of acceptance by the members of this Society, 
it occurred to me to bring together as many cases as I could 
find recorded, and then to make an analysis. This idea was 
further commended to my judgment when I remembered that 
although t paralysis occurring during, or as a sequel of, the 
acute infectious diseases has from time to time been written 
upon, "hemiplegia in association with typhoid fever" has, 
so far as I can ascertain, with the exception of an article by 
Professor Nothnagel,t received little attention, and in our 
own medical literature practically none beyond the recording 
of some six cases. After some considerable search I have 
succeeded in bringing together, including the case just read, 
seventeen instances in which hemiplegia was associated with 
typhoid, and I will now proceed to analyse them under the 
following headings : 

Age. — In twelve of the seventeen cases the ages are 
recorded, and three cases occurred in those under fifteen years 
of age, being respectively between two and three, seven and 
eight years, and at eleven years; nine in patients over 
fifteen, one being eighteen, one nineteen, three twenty-one, 
three twenty-four, and one thirty. 

Sex, — In twelve cases in which sex is mentioned, nine 
were males and three females. 

Period of occurrence. — In fourteen cases in which data 
are given as to the time in the course of the fever or during 
convalescence, I find that the onset of hemiplegia was as 
follows :— At the beginning of the second week (the ninth day) 
in one case ; during the third week in six and the fourth week 
in two cases ; during convalescence in five cases, and in one 

* Dr. Barlow, Lancet, 1884, vol. i. " Bare Complications in Typhoid Fever/' 
Medical Timee and Gazette, vol. i, 1884. Dr. Wickham Legge, St. BartholO' 
meio's SoepUal Meports, 1883. 

f The first mention that I can find of paralysis in association with typhoid is 
by Monneret and Fleury, in Compendium de MSdeoine pratique, vol. viii, in 1846. 
Then Friedberg mentions it in 1858, in ** Therapie der Muskellahmnng " {Britieh 
and Foreign Med.- Chir. Review, vol. xxiii, 1859). Gubler, in the Archives ginirdl 
de Midecine, is the first to record a case of hemiplegia in 1860. Since that date 
the subject has been mentioned, bat so far as I am aware no separate analysis of 
cases has as yet been made. 

X Deuteches Archivf^ kUnieohe Medicin, 1872, vol. ix. 
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of these five cases^ in which the fever had been of a very 
severe type and convalescence prolonged^ hemiplegia did not 
occur till between the eighth and ninth months. 

Side and parts paralysed. — In sixteen cases in which 
mention is made of the side affected^ I find that the right 
side was paralysed in twelve and the left in four. Facial 
paralysis'^ is described as being present in four instances on 
the opposite side to the extremities, while in one case the 
facial paralysis was on the same side as the paralysis of the 
extremities. The eyelids were described as being paralysed, 
but no other part of the face, in two cases. Swallowing was 
noted as being difficult in four cases. In some instances 
sensory as well as the motor paralysis was observed, but this 
was not noted in all cases. In my own it was very difficult 
to define, the patient being almost moribund at the time of 
the onset of the hemiplegia. 

Preceding and associated lesions. — Convulsions preceded 
the attack of hemiplegia in two cases, and pains in the 
head in one. Haemorrhage from the bowels (being in one 
instance t associated with purpura) in two cases, syphilis 
with pregnancy in another, and pneumonia was observed 
after the onset of hemiplegia in one case. In fourteen 
cases in which mention is made in reference to any affection 
of the speech, aphasia accompanied the hemiplegia in twelve 
instances, being in ten associated with right and in two 
with left hemiplegia. Any affection of speech is described 
as being absent in two cases. 

Duration and result of the hemiplegia. — The duration in 
one case was three days. In all the other cases (except 
those terminated by death) the hemiplegia remained from ten 
days to several weeks. In fourteen cases in which the result 
is ^yen, nine terminated in complete recovenr. The hemi- 
plegia remained persistent in three cases, and was followed 
by death in two instances. 

Cause of the hemiplegia. — So far as this analysis teaches, 
it would appear that age exerts little influence upon the 
production of hemiplegia. It would, however, seem to be 
more common amongst males than females, and more frequent 

* Dr. Adolf Wallenberg found that facial paralysis was seldom present in 
cases collected by him of hemiplegia in acute infectious diseases {Jahrh^ch 
der Kinderheilkunde, 1885-6), and I observe the same in cases recorded by Dr. 
Osier, '* Cerebral Palsies of Children.*' 

t ^AfiTS® draws attention to the association of hsemorrhage from the bowels 
and purpura in vol. i. 
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fut the end of ^ or during convalescence from^ the fever. It 
may here be mentioned that in none of the cases analysed 
was there any reason to suspect valvular disease of the heart 
from which an embolus might originate^ and yet in several 
instances the hemiplegia has been regarded as of embolic 
origin^ and in one instance hsamorrhage was assigned as the 
cause.* Of the seventeen cases collected only two died. In 
each instance a post-mortem was made.t 

In both of these cases a clot was present in the middle 
cerebral artery. In one the heart is described as normal^ 
but there was an infarct in the lower lobe of the left lune. 
In the other case the heart was flabby^ the ventricles dilated^ 
and what was described as a thrombus was found in the left 
auricle. This fact^ then^ would tend to the view that when 
hemiplegia occurs in association with typhoid fever^ and late 
in its course, it is a consequence of a cardiac compUcation.X 
I must admit that I cannot agree with Dr. Donkin§ when he 
suggests that probably the clot was produced in situ, when 
the artery is described as being perfectly healthy. In other 
acute diseases we have pathological instances of a thrombus 
in the left side of the heart producing an embolus and 
hemiplegia. 

Henoch II mentions a case of hemiplegia associated with 
diphtheria in which an embolus was found in the right 
Sylvian artery and a thrombus in the left side of the 
heart* 

Dr. Gee If had a case of diphtheria under his care in which 
hemiplegia occurred^ and at the autopsy a clot was found in 
the middle cerebral artery. Infarcts were also observed in 
the spleen^ and post-mortem clots in both sides of the heart. 
The same writer also refers to a case of noma vuIvsb^^ in a 

* It 18 known that endocarditis may very rarely arise daring typhoid fever 
when no rheumatic basis can be traced, but l^hoid may be associated with rheu- 
matic fever and then endocarditis^ but in such cases hemiplegia has not been 
noted (IVaJM. Clin. SoCf vol. zvii). 

t Lancet, vol. i, 1892, and P.M. notes of cases just read. Since writing this 
paper my attention has been called to the paper of Marie in the Pro^rh midu 
etUe, 1886, No. 80 (" H^mipl^gie cMbrale infantile et maladies inf ectienses "), 
where he directs attention to an article by Bichardi^re ("titude sur les scleroses 
enc^phaUques primitives de renfanoe") where mention is made of two cases of 
cerebral sclerosis in typhoid fever. 

{ I find Hilton IV^gpge {Principle and Praetiee of Medicine) aUo suggests 
this view, vol. i, p. 181. 

§ Lancet, 1892, vol. i. 

II IHeeaeee of Children. 

IT Reported by Dr. Abercrombie, Medical Times and Gazette, vol. ii, 1882. 
— Medical Times and Gazette, 1878. Writers are not agreed if diphtheritic 
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girl in whom convulsions and hemiplegia occurred^ and at the 
autopsy the cardiac valves were normal^ but a thrombus was 
found in the left auricle and an embolus in the middle cerebral 
artery. While admitting that other causes may be at work 
in the production of the hemiplegia when it occurs late in 
the course of the fever^ it is beyond a doubt evident that it 
may be the result of a cardiac complication. But the question 
arises^ Is this the cause when the onset of the hemiplegia is 
ea/rly in the diaeaae? Given that the cardiac valves are 
normal^ I think such most improbable^ and to support this 
view will ask your attention to the facts of the case in 
this analysis when such occurred.^ The patient^ a man 
set. 24^ had been ill for eight days, when he suddenly 
on the ninth day became insensible, and on his becoming 
conscious it was noticed that he had lost the power of speech 
and to move the right arm. In a very few hours he could 
speak, and on the eleventh day the hemplegia was completely 
recovered from. On recovery from his unconscious state it 
was found that pneumonia complicated the typhoid, and it 
seems to me that if in this case the cause of the hemiplegia 
had been a cardiac complication which allowed of the forma- 
tion of a thrombus, that cardiac condition t — especially as 
the case was complicated with pneumonia — could scarcely 
have admitted of a prolonged illness following upon it, being 
attended, as was the case, by complete recovery. Moreover, 
in those cases in which the cardiac complication has been 
suggested as the cause, the onset of the hemiplegia has been 
late in the course of, or during convalescence from, the fever, 
and in no instance recorded has recovery taken place in less 
than ten days. I would therefore suggest that in this case 
the patient was primarily in an apoplectic condition, which, 
passing off, left symptoms of a weak cerebral lesion in 
the form of a hemiplegia.! This view might receive some 

paralysis occurs in the form of hemiplegia, bnt these cases to which I refer are 
evidence that such may occur in association with diphtheria as a consequence of 
a cardiac complication. There is abundance of clinical evidence to show that 
dilatation of the heart is of frequent occurrence in cases of scarlatinal nephritis, 
and in such cases hemiplegia has frequently been observed without any evidence 
of valvular lesion. May we not also in such cases have cardiac thrombi formed, 
producing an embolus and hemiplegia? 

* This case is recorded in the published Reports of the Middlesex Hospital 
for 1883. 

t It may be a form of myocarditis, causing cardiac thrombi and thos 
emboli. 

{ Gowers, QuaifCt DictUmary of Medicine. Nothnagel, op. cit. 
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amount of support in the fact that cases of hemiplegia have 
been recorded in pneumonia and in phthisis in which no 
lesion has been observed at the antopsy * 

I add a tabular list of the cases referred to^ with literary 
references. 

* Lepine, Setme de Mideoin$, 1886. 
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XV. — A case of BhinoUth. By F. jdb Havilland 
Hall, M.D. Bead January 13, 1893. 

MISS F. S., aet. 16, .was sent to me by a medical friend 
with the idea that she was suffering from ozsBna. The 
patient stated that from childhood, {. e. from aboat the age of 
two and a half, a faint smell had been noticed to proceed 
from the nose, that the smell had continued ever since, and 
that it had become more marked of late. It had been noticed 
that the nose was more offensive at the catamenial periods. 
The patient also complained of a discharge from the left 
nostril and the occasional passage of crusts. The sense of 
smell was preserved. On examination the left nostril was 
found to be almost completely occluded by a mass, the bulk 
of which was situated in the inferior meatus, but projections 
extended into the middle meatus. The mass was of stony 
hardness when struck with the sound, and was almost immov- 
able. It was of blackish-grey colour, with a faint tinge of 
green. The right nostril was quite free, and with the 
exception of a few adenoid vegetations nothing abnormal 
was seen in the naso-pharynx. 

I at oncQ recognised that I had to do with a rhinolith, so, 
after applying a twenty per cent, solution of cocaine to the 
nasal mucous membrane, I endeavoured to seize the mass 
with forceps and drag it forwards. My first attempt con- 
vinced me that it would be impossible to remove the stone en 
masse, so I proceeded to remove it piecemeal, and succeeded 
in detaching some fragments. A few days later I had another 
sitting, and removed portions of the stone by means of forceps. 
After three further sittings there was left a large mass, which 
so blocked up the meatus that I could not get my forceps 
around it in any diameter to seize and crush it, and it was 
now so freely moveable that in attempting to seize it 
there was some risk of the stone being forced into the 
pharynx, with the danger of its passing into the larynx. 
After several fruitless attempts to seize the mass with 
forceps I had had specially made I gave up the attempt to 
remove it in this manner. It then occurred to me that as 
the stone moved about like a cork inside a bottle it might be 
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dislodged^ just as a cork can^ by noosing it. I accordingly 
made a loop of some wire off a soda water bottle^ and after 
one or two attempts I succeeded in getting the loop well over 
the stone. But^ having done this^ I was still at a loss how to 
extract the stone^ as it became so firmly impacted on drawing 
it forward that I could not apply sufBcient traction simply by 
catching hold of the end of the wire. Fortunately I had a 
strong pair of forceps at hand, with which I seized the loop, 
and with a great tug I succeeded in relieving the patient of 
the stone which had bothered her for so many years. The 
last operation was very painful, and was followed by rather 
free haemorrhage. 

The patient presented herself for examination three weeks 
later. I found the left nostril in a perfectly healthy condition, 
and the patient was quite free from traces of the discharge 
which had existed for upwards of thirteen years. 

After washing the fragments to remove the mucus and 
blood covering them, and drying them, I found that they 
weighed 92 grains. 

Dr. Wilson Hake kindly made a chemical examination, 
and reported as follows : 

" Organic matter . . . .26*4 
Calcium phosphate (Ca8,2P04) . 73-6 

100-0 

There is no magnesium or carbonate present, and I estimated 
the calcium and the phosphoric acid separately .'' No nucleus 
was apparent, but it is possible that if the large mass were 
cut in two some foreign body might be detected in the 
centre. I could not obtain any history of the introduction 
up the nostril of anything likely to form a nucleus, but the 
early age from which the symptoms date will readily explain 
this circumstance. 

When I started to write this paper it was my intention to 
bring before the Society the whole subject of rhinoliths, their 
mode of formation, chemical composition, the symptoms they 
produce, &c., and I was the more decided' to do this as I can 
find no account of any lengthy communication on the subject 
at any of the London societies. In our own Society no 
rhinoKth has previously been shown, and at the Pathological 
Society only four examples have been exhibited, viz. by 
Mr. Glutton in 1884, by Mr. George Stoker in 1885, by 
Mr. D'Arcy Power in 1887, and by Mr. Sydney Jones in 1889. 
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Bhinoliths are also conspicuous by their absence from the 
museums of London. There are no specimens in the museum 
of the Boyal College of Surgeons, nor in the museums of the 
following hospitals, viz. Charing Cross, King's, Middlesex, 
St. George's, and St. Mary's. There are two specimens in the 
museum of University College Hospital, and one in the 
museums of St. Bartholomew's, Guy's, London, St. Thomas's, 
and Westminster respectively. While, however, I was col- 
lecting material for my paper I came across an admirable 
monograph published this year by Dr. Max Seeligmann, of 
Carlsruhe, which treats the subject so exhaustively that the 
ground is completely cut from beneath my feet. I wiU 
content myself, therefore, by making a few remarks, and by 
directing attention to some cases which have escaped 
Dr. Seeligmann's keen eye. 

A few years ago rhinoliths were considered to be extremely 
rare, but now that trained rhinoscopists are examining the 
interior of the nose additional cases are constantly being 
discovered. Dr. Seeligmann has succeeded in collecting the 
records of 108 cases, which, with two of his father's cases 
not previously published, brings his list up to 110. To these 
I would add fifteen cases, including my own, which I have 
collected from various sources. 

The first point which strikes one in going over the cases 
is the great preponderance of females who are subject to this 
affection. Of the 110 cases recorded by Seeligmann sixty-two 
occurred in women, twenty-nine in men, and in nine the sex is 
not recorded. There is no obvious explanation as to why 
rhinoliths should be so much more common in females than 
in males. Dr. Seeligmann suggests as a possible explanation 
the decidedly less frequency of blowing the nose in women 
compared with men (7), and a consequent retention of secretion. 

There can be no doubt that in the vast majority of cases 
the concretion takes place round a foreign body, either 
introduced from without or which has entered the nostril 
through the choana in the act of vomiting or sneezing. In 
some cases the nucleus is represented by apiece of inspissated 
mucus or a small blood-clot. It is difficult to understand 
how a concretion can take place spontaneously, but at the 
same time its possibility must be admitted. 

As a rule only one stone is met with, and the exceptions 
are usually more apparent than real, the second stone being 
probably masses detached from the first in the process of 
extraction. Mackenzie, however, records a case in which it 
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is quite clear that two stones really existed, and Sydney 
Jones has put another case on record. In all the cases 
hitherto reported, with one doubtful exception, one nostril 
only has been affected. In the doubtful case just mentioned 
it is stated that the stone occupied both nostrils, but, as 
Dr. Seeligmann points out, in the absence of exact particidarB 
it is probable that an originally unilateral concretion had 
graduaUy perforated the . septum and thus appeared on the 
other side, where it increased in size by the deposition of 
salts. 

As regards its weight and size the calculus, which in my 
case weighed 92 grains, is distinctly above the average ; this 
is given by Dr. Seeligmann as between 7i grains (0-5 gramme) 
and 90 grains (6 grammes) . In Dr. Seeligmann's list there are 
two stones, each weighing over 190 grains, — one stone which 
weighed 337 grains, and another which attained the extra- 
ordinary weight of 720 grains. 

The composition of my calculus is more simple than usual, 
containing, as Dr. Wilson Hake points out, no carbonate or 
magnesium. 

As in my case, the most common symptom denoting the 
presence of a rhinolith is the existence of a foetid discharge 
irom the nostril. This, indeed, was the only symptom of 
which my patient complained, but in Dr. Seeligmann's careful 
analysis of the symptoms met with in the cases he has 
collected it will be found that they are very varied. Among 
them may be mentioned the following : — Pains in head of a 
neuralgic character ; eye troubles, especially increased secre- 
tion of tears on the affected side; disturbance of hearing, 
tinnitus, alteration in the voice, attacks of sneezing, giddiness, 
and a tendency to vomiting. Schmiegelow records the case 
of a man' with a rhinolith in the left nostril who during five 
or six years felt a profuse perspiration break out on the left 
side of his head whenever he got warm. The curious part of 
the case is the circumstance that the phenomenon ceased four 
years before the stone was extracted. Schmiegelow explained 
this on the ground that by the continual growth of the 
rhinolith so much pressure came to be exercised on the 
mucous membrane that it and its nervous elements were 
destroyed. Once arrived at this point, the reflex neurosis 
could no longer be produced. 

The question of treatment need not occupy us very long. 
The method of removing rhinoliths depends chiefly on their 
size. If they are small they can usually be readily extracted 
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by suitable foroeps. In making attempts to seize tbe stone 
great care sboald be exercised so as not to push it backwards^ 
on account of the risk of its passing into the larynx. Should 
it be impossible^ on account of the position of the stone or 
the configuration of the nose, to extract it anteriorly, it may 
be necessary to push it backwards, but in this event the 
finger should be passed back to the pharynx so as to prevent 
the stone entering the larynx. In some cases forceps made 
with blades that can be introduced separately, like midwifery 
forceps, will enable the calculus to be seized, or, as in my case, 
the mass may be extracted by passing a wire loop over it and 
then exercising traction. If the calculus is very large it may 
be necessary to crush it before attempts are made to remove 
it. Should the calculus be unusually large and hard, it may 
be impossible to remove it without separating the nose from 
its attachment to the cheek. This had to be done in a case 
reported by T. H. Hendley.* If the rhinolith is of unusual 
size and also very hard, and especially if it is wished to remove 
it at a single sitting, a general ansBsthetic will be required. 

The introduction of cocaine has much facilitated the 
removal of rhinoliths, as painting a twenty per cent, solution 
of this drug over the mucous membrane not only renders the 
parts ansBsthetic, but also dilates the passage by its con- 
stringent action on the mucous surfaces. The after treatment 
consists in spraying out the nostril with some mild antiseptic 
solution. I have appended to this paper Dr. Seeligmann's 
list of the literature bearing on the subject, with one or two 
corrections and the additional cases I have collected. 
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XVI. — A case of Inherited Oout, with production of 
tophi at an early age. By Sib Dyob Duokwobth. 
Bead January 13, 1893. 

JOHN O.^ 8Bt. 18^ a baker^ was admitted to John Ward in 
St. Bartholomew's Hospital under my care on December 
7, 1891^ suffering from pains in the feet^ right arm^ and 
hand. Ten months ago he was in the hospital under the care 
of Dr. Gree^ suffering from gout in his feet^ which followed 
a wetting. The pains now complained of came on two months 
ago after getting wet. He has been feeling weak and giddy^ 
and was compelled to give up work. 

For nine years past there had been occasional paius in the 
feet. 

The family history was negative in respect of gout. The 
father died at forty-nine of bronchitis^ and the mother of 
heart disease. No brothers or sisters. There was no history 
of rheTimatism. 

The patient was an under-sized youth^ with an unintelligent 
expression. His head was small and ill-shaped. Face rather 
pallid^ and affected with acne. 

There was no pyrexia. Breathing natural. The pulse 
was 80, of fair volume and tension, intermitting every two 
or five beats. Arteries not thickened. Tongue furred. No 
blue line on the gums. Byes rather hypermetropic. Vessels 
of the retina somewhat tortuous. 

The chest was well-formed. Expansion good and equal. 
The heart was natural in all respects. In the abdomen no- 
thing abnormal detected. Slight lumbar oedema. 

Stiffness and tenderness in both great toe-joints which 
were rather deflected to the outer aspects of the feet. Swelling 
and pain in some small joints of right hand, especially at 
second metacarpo-phalangeal joint. The urine was of sp. gr. 
1004, acid, and contained a trace of albumen. Bowels gene- 
rally much confined. 

A. very noteworthy feature of this case was the occurrence 
of tophi of sodium urate on the helices and antihelices of the 
ears. The true nature of this deposit was ascertained by 
chemical examination. 

Under treatment with colchicum and alkalies, anodyne 
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liniment (belladonna and ether), and subsequently with 
quinine and alkali, there was great improvement. As already 
stated, there was no history of gout in the patient's family to 
be obtained. This does not count for much. 

The patient was a perfectly temperate youth, an abstainer 
from alcoholic drinks, and was certainly not '^exposed to 
luxury." 

The feeble brain development in this case is noteworthy, 
since gout does not, as Sydenham remarked, commonly attack 
fools. 

It is exceedingly rare to meet with tophi in young persons. 
This is certainly the earliest age at which I have observed 
them, and Sir Alfred Ghurrod kindly informs me that in his 
experience he has not met with them in any patient so young 
as this one. 

In this case it is interesting to note that the kidneys were 
probably inadequate to their proper functions, and were 
perhaps undergoing granular changes; and this is commonly 
the case in such individuals as are the subjects of tophi. Yet 
there were no marked indications of cardio-vascalar changes 
dependent on an interstitial nephritis. 

It is hardly possible to believe that this patient had ac- 
quired gout ; and although the history of this disorder was not 
stated as having been present in his parents, I cannot suppose 
that there was absolutely no ancestral taint of this kind. The 
life history and occupation of this youth were opposed to the 
presumption of his having induced gout in his own textures. 

(A water-colour drawing of the case was exhibited.) 
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XVII. — A case of Uratie Deposit in the Conjunctival 
Membrane. By T. D. Prtcb (introduced by Sir 
Dycb Duckworth). Bead January 13, 1893. 

ABRAHAM P.^ aat. 73^ postboy (postillion)^ cabman^ and 
publican. 

A fairly well-nourished man^ of sallow complexion^ dark 
hair and eyes. 

He has numerous gouty deposits in the phalangeal and 
metacarpo-phalangeal joints of both hands. 

The wrists on both sides are also affected^ but to a less 
extent. 

The bursee over the olecranon processes of the forearms 
are also the sites of deposits. 

Tophi are present in both ears^ and there are a few 
hardened acne-like spots on the face; no reaction with 
murexide test in the contents of the latter. 

The knees grate markedly on movement. Both ankles 
are the seat of chronic (gouty) inflammation. There is no 
noticeable deposit in the toes. 

The lungs are normal, and there is no cardiac murmur. 
The liver is slightly enlarged. 

Most of the arteries are distinctly atheromatous. 

Urine, sp. gr. 1018; a trace of albumen, but no sagar. 

The eyes, — There are numerous distinct uratie deposits in 
the conjunctival membrane of both eyes. Those in the right 
eye are situated chiefly in that portion of conjunctiva which 
intervenes between the outer canthus and the cornea, being 
arranged in minute deposits around the course of two or three 
small blood-vessels and their branches. 

The deposits in the left eye are situated between the 
caruncula lachrymalis and the inner margin of the cornea. 

Here also they are distributed around small blood-vessels. 

The caruncula of each eye is the seat of small deposits. 
The murexide test showed these deposits to be urate of 
soda. 

There are no retinal changes. 

History. — ^Up to the age of forty — ^thirty-three years ago— 
the patient enjoyed good health. 
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At this time lie suffered from an attack of acute gout, 
which affected^ in the main^ the joints of the hands^ the 
ankles^ and the knees. Since that date he has been subject 
to frequent subacute attacks. 

He first noticed the formation of chalk-stones in the 
fingers about four years subsequent to the onset of the 
disease. The appearance of tophi in the ears is of more 
recent date. 

The patient was unaware of the deposit in the eyes until 
they were pointed out by me two years ago. 

He states that he has always been a constant and con- 
sistent drinker^ but never (he says) has he demeaned himself 
by actual intoxication. 

There is no history of lead-poisoning, or of his having 
been exposed to the influence of that metal. 

The family history is good, and, as far as can be ascertained, 
quite free from any gouty tendency. 
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XVin. — Gases of Abscess heneaih the Diaphragm in 
cormection with Perforating Gastric Ulcer. By F. 
Gr. Penrose, M.D.^ and Lee Diceinsok, M.B. Bead 
January 13, 1893. 

TT7E yentare to bring these cases before the notice of the 
f f Society^ although not having mnch that is new to com- 
municate, because we are of opinion that the condition to be 
discussed is deserving of more attention than it has hitherto 
received. In the text-books on medicine there is very little 
mention of these abscesses, and their physical signs are cer- 
tainly not widely known ;* but scattered through medical 
literature is a considerable number of published cases, and the 
fact that we have collected ten from the records of St. Greorge's 
Hospital during a period of little more than four years is 
sufficient evidence that they are not so rare as to be mere 
pathological curiosities. 

In the year 1845 a case which had been diagnosed cor- 
rectly was published by Drs. Barlow and Wilks, but the 
subject does not seem to have attracted much attention till a 
paper apppeared in 1879, by Leyden, under the title of '^ Pyo- 
pneumothorax Subphrenicus.^'t I^ this paper the origin of 
gas-containing abscesses beneath the diaphragm was traced 
to perforation of the stomach or intestine, and the method of 
diagnosis was clearly set forth. 

To state the physical signs briefly, they are or may be 
identical with those of true pneumothorax, though obtained 
over an area different from what is usual in the latter condition. 
Hyper-resonance on percussion, amphoric breathing, metallic 
tinkling, and the bell-note may all be present, and may extend 
for some distance up the thorax, but not to its summit, where 
on auscultation and percussion normal phenomena are found to 
persist; moreover the heart is displaced far less than by true 
pneumothorax. The history will usually show that the onset 
of the disease was in the abdomen and not in the thorax, and 
that dyspeptic troubles have existed for long. The diagnosis 

* See an interesting paper by Dr. Sidney Coupland, *' Subphrenic Abscess 
simulating Pneumothorax," Brit Med, Joum,, March 23, 1889. 
t ZeiUchr.f. klin. Ifed., Bd. i. Heft 2, s. 820. 
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is not as a role very difficalt^ especially if the case comes 
nnder observation at an early period ; but there are certain 
thoracic complications which are apt to occur^ and may be 
extremely misleading, and even at an early neriod pericar- 
ditis and pneumonia may be simulated with considerable 
closeness. 

Simulation of pneumonia. — Compression of the base of the 
left lung is apt to occur early, and in a patient who is acutely ill, 
dyspnoeic and intolerantof much examination, may be mistaken 
for pneumonic consolidation (see Gases 6 and 9). In Case 6 
either true pneumonia was contracted about the same time 
that the stomach was perforated, or was very closely imitated 
afterwards in more ways than one, and here the lower lobes 
of both lungs were affected. 

With compression of the base of the lung there is usually 
pleurisy and some effusion of fluid. 

Simulation of pericarditis. — Pericarditis may actually 
result from the inflammatory process penetrating the dia- 
phragm from below (as in Case 2), or it may be simulated by 
the presence of lymph on the outer surface of the pericardium 
(Cases 1 and 10). 

Dr. Ord, who observed signs of endo- and peri-carditis in 
patients suffering from ulcer of the stomach, has suggested 
that the cardiac and gastric chauges may be the common 
result of a disturbance of the pneumogastric nerve ;* but in 
our cases such an hypothesis is not necessary, for in those in 
which the signs of pericarditis were present during life a 
simple explanation was forthcoming after death. 

Pleurisy, it has been said, is commonly caused at the base 
of the left lung, and there may even be an empyema in the left 
pleura without perforation of the diaphragm (see Case 5) . 

Lastly, perforation of the diaphragm is a frequent sequel 
of these abscesses with resulting pyopneumothorax or pul- 
monary abscess (see Case 9) . 

In every one of the ten cases communicated, seven of 
which were personally observed by one or both of us, the 
abscess was situated in the left upper abdomen, and bounded in 
much the same manner. In all but four (Cases 2, 8, 4, and 7) 
the general cavity of the peritoneum was completely shut off 
from the abscess by adhesions, and in the four exceptional 
cases there was a very definite, though imperfectly closed, 
abscess cavity. 

* * Cardiac Symptoms in Conjmiction with Gastric Ulcer," Froe, Med. Soc, 

▼Ol. XV. 
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It seems that in a considerable proportion of the cases 
where perforation of the stomach causes general peritonitis, 
this peritonitis has been within a reasonable distance of being 
limited by adhesions in the left hypoehondrium or its vicinity. 
During the last ten years (1882 — 1892) there have been 
examined post mortem at St. George's Hospital twenty-two 
patients who died with peritonitis from the perforation of a 
simple gastric ulcer. In ten of these cases there is in the records 
no mention of a circumscribed cavity in connection with the 
ulcer, though in many the stomach had contracted adhesions 
to neighbouring organs. In one the perforation led into an 
incompletely closed cavity between the under surface of the 
left lobe of the liver and the upper surface of the stomach. 
In one, the patient having died from loss of blood, the per- 
foration led into a cavity full of blood formed by the liver 
above, the head of the pancreas behind, and by the stomach 
and colon below and in front. The remaining ten have 
been communicated. The boundaries of the abscess caused 
by a perforating gastric ulcer appear, as we have said, to 
be fairly constant. In Cases 6, 8, 9, and 10 they were as 
follows : — ^Above, the arch of the diaphragm ; on the right, 
the falciform ligament ; below, the left lobe of the liver and 
part of the anterior surface of the stomach, to which it adhered ; 
in front, the anterior abdominal wall, to which also the stomach 
adhered; on the left, the cardiac end of the stomach, the 
spleen, and the diaphragm, there being a deep pocket behind 
between these organs. The abscess was shut off from the 
general peritoneal cavity by the adhesions between the 
stomach and the anterior abdominal wall. The large intestine 
was in no way implicated. 

Although these abscesses usually occur first to the notice 
of physicians, it is obvious that their rational treatment is 
surgical, and it is with the hope of learning by what method 
of operation they can best be opened, how the pocket in the 
direction of the spleen can best be drained, and whether it is 
feasible to close a gaping gastric ulcer, that we bring this 
paper before the Society. 

In an interesting article by Mr. J. W. Taylor, in the 
Birmingham Medical Review for 1888, the surgical treat- 
ment of perforation due to gastric ulcer is discussed, and a 
case is narrated in which he performed laparotomy, and which 
came very near to recovery. In this article and in recent 
books upon abdominal surgery suggestions are made for the 
surgical treatment of the perforated ulcer itself, when this 
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may be practicable; but we have not found any published 
record of such treatment having been carried out with ulti- 
mate success^ though perforated ulcers have been sutured or 
otherwise dealt with. In the British Isles such operations 
have been reported by Messrs. Barling* and Parsons.t 

Our best thanks are due to the physicians and surgeons of 
St. George^s Hospital^ under whose care our cases have been^ 
for so kindly allowing us to publish them. P.S. — Since this 
paper was written^ a successxul case of suture has been re- 
ported by Kriege {Berl, hlin. Woch,, December, 1892). 

Case 1. — Elizabeth C, 89t. 24, who had suffered for some 
months from debility and dyspnoea, and had during the 
previous night been attacked by severe epigastric pain, was 
admitted into St. George's Hospital on the morning of 
December 4, 1887, under the care of Dr. Dickinson, ob- 
viously with peritonitis, and with considerable disturbance of 
respiration and circulation. On December 5, friction sounds, 
having all the characters of those present in pericarditis, 
were plainly audible along the right border of the sternum 
from the third to the fifth costal cartilage; moreover there 
was tenderness over the whole prascordium. Afterwards 
pleural friction was heard in the left axilla. These signs, 
taken in connection with the fact that there was great 
liability to syncopal attacks, seemed to indicate that, in 
addition to peritonitis and pleurisy, there was pericarditis. 

When the patient had been in the hospital six days she 
was attacked by diphtheria, and she died on December 11. 

Post-mortem. — It was found that there was no general 
peritonitis, but an abscess, caused by a perforating ulcer on 
the posterior wall of the stomach, existed between the dia- 
phragm and the liver, bounded on the right by the falciform 
ligament, and pushing up the left leaflet of the diaphragm. 
A layer of soft lymph coated the lower part of the left pleura, 
which cavity contained five ounces of fluid. 

There was no trace of pericarditis. 

Case 2. — Ellen W., aet. 24, was admitted under the care 
of Dr. Oavafy on March 10, 1888. Her manner was hysterical, 
and a satisfactory history was not obtained. Her chief 
symptom was pain referred to the lower part of the chest 
and upper abdomen, and the temperature was irregular. 

• Srit, Med. Journ,, Jan. 9, 1892. 

t Dublin Joum, of Med. Set., July, 1892. 
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When she had been in the hospital six days she had a 
violent rigor, followed by severe abdominal pain and collapse^ 
death occurring a few hours later. 

Post-mortem. — ^An abscess was found between the stomach 
and diaphragm containing a pint of foul-smelling pus. The 
walls of this abscess were composed of thick old inflammatory 
tissue, which completely coated the left lobe of the liver and 
the spleen. The stomach was pushed down and adherent to 
the diaphragm on its anterior surface, midway between the 
small and large curvatures. On the posterior surface of the 
stomach was the scar of an old ulcer with a depressed centre, 
which, it was thought, had by its perforation caused the 
abscess. There was dirty yellow fluid in the peritoneal 
cavity, with signs of early general peritonitis. 

It was noted that the inflammation had penetrated the 
diaphragm, the pericardial surface of which was markedly 
injected, and fine shreds of lymph covered the ventricles. 

Case 3. — Annie J., aet. 23, who had suffered from severe 
symptoms of gastric ulceration for twelve months, was ad- 
mitted on September 27, 1888, under the care of Dr. Bwart, 
with acute peritonitis, and died two days later. 

Post-mortem. — The general peritoneum contained much 
gas and brown fluid which had escaped from an imperfectly 
closed cavity of a capacity of 1 J pints, formed by adhesions 
in the left upper abdomen. This cavity was between the left 
lobe of the liver, the diaphragm, the spleen, and the stomach, 
and it was lined by a thin layer of lymph. 

The stomach was constricted about its middle, so as to be 
hour-glass shaped. Near the constriction were three ulcers, 
two on the posterior and one on the anterior surface, the 
last opening freely into the cavity. 

Case 4. — Charlotte W., set. 58, had suffered from dyspeptic 
pains for some years, and hsematemesis once, in 1887. One 
day soon after the middle of September she vomited about 
half a pint of blood, afterwards suffering much from ab- 
dominal pain, faintness, and frequent vomiting, which con- 
tinued till her admission, on October 3, under the care of 
Dr. Dickinson. 

The diagnosis was peritonitis with incomplete obstruction 
of the bowel. The patient refused to allow an exploratory 
operation, and died of exhaustion on October 13. 

Post-'Mortem. — There was early general peritonitis with 
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mucli gas in the peritoneal cavity. Between the left lobe of 
the liver^ the stomachy and the diaphragm was an abscess 
containing '' a quantity of pns." On the anterior surface of 
the stomachy just below the small curyatnre and three inches 
from the pylorus^ was a simple perforation of the stomach of 
the size of a shillings communicating with the abscess. 

The colon was narrowed at the splenic flexure by inflam- 
matory bands^ on freeing which pus escaped from the abscess. 

The thoracic organs were displaced upwards^ the base of 
the left lung being adherent to the diaphragm. 

Case 5. — Eliza K., set. 22^ who gave no history pointing 
to old gastric ulcer^ was seized with pain beneath the sternum 
and shivering^ a week before admission. There was no 
vomiting. She took to bed five days before admission^ and 
one day later had sharp pain in the left chest. 

When admitted^ under the care of Dr. Cavafy, on March 6, 
1890, pneumonia seemed the most probable diagnosis. She 
was in much respiratory distress^ and the abdomen was dis- 
tended and tender. Temp. 103'5° ; pulse 150 ; resp. 48. The 
right side of the chest was normal, but the left side was too 
tender for complete examination ; however^ scodaic resonance 
was found in fronts and behind there was dulness over the 
lower two thirds, with tubular breathing, bronchophony, and 
sharp crepitations. 

The patient was fed by the mouth, and had no vomiting 
except occasionally after expectorant medicine that was 
given. 

On March 8 the abdomen was more distended, and a 
purpuric eruption had appeared upon the left shoulder. 

On March 9 she died suddenly in an attack of dyspnoea. 

Post-mortem. — ^An abscess was found between the upper 
surface of the left lobe of the liver, diaphragm, spleen, 
posterior surface of the stomach, and anterior abdominal wall. 

In the stomach, on its posterior wall, was an old cicatrised 
ulcer and a large recent perforation into the abscess. 

The left pleura contained 1^ pints of thin pus, and there 
was much lymph on the upper surface of the diaphragm. 
The left lung was much compressed. 

Case 6. — ^Frances D., aet. 18, a general servant, who had 
been pallid for long, and had suffered from dyspepsia for 
fifteen months without hadmatemesis, was seized on Novem- 
ber 19, 1890, while walking out of doors, by sudden severe 
pain in the left hypochondrium. She was unable to walk 
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home^ and during a delay, which ensued in procuring a c^ib, 
she suffered exposure to cold. 

When admitted on November 21, under the care of 
Dr. Bwart, she was very nervous, hysterical, and chlorotic. 
Her chief complaint was of abdominal pain ; there was great 
tenderness in the upper part of the abdomen, and peritonitis 
was suspected. Next day consolidation of the base of the 
left lung was found. She was fed by the mouth, and had no 
vomiting nor pain after food. On November 25 the lower 
lobes of both lungs were consolidated. 

This condition of double pneumonia underwent very slow 
resolution, the temperature, which had been 104° on Novem- 
ber 24, subsiding gradually. in the course of three weeks in a 
manner suggestive of an irregular pneumonic lysis. There 
was now a return of fever and serious symptoms. On 
December 17 a careful examination of the chest showed 
that the right lung had returned to its normal state, but that 
on the left side, just above the spleen, pure amphoric breathing 
was audible, and a perfect bell-note could be obtained by 
percussion with a couple of coins. At the posterior base 
there was evidence of some effusion of fluid. 

These physical signs varied a little from day to day, but 
those especially characteristic of pneumothorax were always 
present. Many rigors occurred, and the patient died on 
January 1, ordinary gastric symptoms having been in abey- 
ance throughout. 

Post-mortem, — There was no pneumothorax. There was 
an effusion of turbid fluid into the left pleura, partially com- 
pressing the lower lobe of the left lung. An abscess cavity 
was found containing air and pus between the diaphragm, 
spleen, upper surface of the left lobe of the liver, and anterior 
abdominal wall. Opening into this abscess was a small per- 
forating ulcer on the anterior wall of the stomach, near the 
cardiac end. There was also a ragged abscess in the sub- 
stance of the spleen which communicated with that beneath 
the diaphragm. 

Case 7. — Agnes D., set. 21, had suffered from dyspeptic 
pains for some years, and these pains had been severe since 
the beginning of 1891. There was no heematemesis. On 
May 12 she was seized with sudden violent pain in the 
abdomen, and on May 15 she was admitted under the care of 
Dr. Dickinson. There was agonising pain in the upper part 
of the abdomen with general tympanitic distension and fre- 
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qnent vomiting, the vomit containing blood towards the end. 
She was fed by the rectum and the pain was controlled by 
morphia, but death occurred on May 19. 

Post-mortem. — The abdomen was greatly distended by 
gas, and the intestines were collapsed. A few coils of the 
ileum were injected, but there was no general peritonitis. 
In the left hypochondrium was a recent abscess opening into 
the general cavity of the peritoneum by an orifice half an 
inch wide. The walls of this abscess were covered by lymph, 
and were formed by the cardiac end of the stomach, the 
spleen, the left half of the diaphragm, and the left lobe of 
the liver. Although this abscess communicated with the 
peritoneal cavity, nothing but gas appeared to have escaped 
into the latter. The stomach was divided into two parts by 
a contracting ulcer, which had perforated the anterior surface 
and communicated with the abscess by an opening as large 
as a sixpenny piece. 

There was lymph on the diaphragmatic surface of the 
right lobe of the liver and at the base of the right lung, the 
lower lobe of which was partially collapsed. The lower lobe 
of the left lung was completely collapsed, the diaphragm 
being much pushed up. The pericardium and heart were 
normal. 

Case 8. — Agnes A., aet. 21, a kitchenmaid, who had 
suffered from the ordinary symptoms of anaemia and dys- 
pepsia, without haematemesis, for a year or more, was 
attacked by sudden severe pain in the left side of the 
abdomen at 5 p.m., October 14, 1891. 

When admitted at 3 p.m., October 16, under the care of 
Dr. Cavafy, she was found to be a plump and moderately 
ansBmic girl, with a tympanitic, tender, and motionless abdo- 
men. Temp. 104°; pulse 152; resp. 26. She was ordered 
to have fluid food and opium pills by the mouth. 

Up to October 19 there was little change in her condition, 
but now there was pain high up in the left hypochondrium, 
and signs of pulmonary consolidation were present in the left 
axilla and at the back. Next day there was a large area of 
tympanitic resonance in the region of the stomach, passing 
upwards and backwards into the left axilla. This area was 
very tender, and over part of it a bell-note was obtained. 
The left pleura was aspirated, and 6^ oz. of sanious serum 
were withdrawn. Little relief or other change followed, and 
. on October 23 the tympanitic area was rather larger, and 
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the heart's apex was pushed up into the fourth interspace. 
There was and had been no vomitings in spite of the fact that 
food and stimulants were given by the mouth. The epigas- 
trium was now painfully distended^ and the general condition 
was critical. 

A consultation was held^ at which it was agreed that the 
existence of an abscess in connection with a perforating 
gastric ulcer was probable, and an exploratory operation was 
advised. 

At midnight Mr. Hawari performed laparotomy. He found 
a large gas-containing cavity beneath the abdominal wall, in 
which were milky fluid and shreds resembling semi-digested 
curds. This cavity was taken for the stomach, and the edges 
of the supposed stomach were sewn to the wound in the abdo- 
minal wall. The condition of the patient prohibited further 
operative measures. She was fed by the rectum after the 
operation. She had no vomiting and no pain, but the tem- 
perature rose to 107-6° by 2.30 p.m., October 24. The 
pyrexia was reduced by sponging, but death occurred at 
12.15 A.M., October 25. 

Post-mortem. — There was found no general peritonitis. 
The wound in the abdominal wall led into a cavity lined 
by lymph and bounded by the falciform ligament, the upper 
surface of the left lobe of the liver, the anterior surface of the 
stomach, and adhesions between this and the anterior abdo- 
minal wall, the diaphragm, and the spleen. In the neighbour- 
hood of the last-mentioned organ the inflammation was most 
intense. An ulcer had perforated the anterior wall of the 
stomach into this cavity. 

The lower lobe of the left lung was completely collapsed, 
the base adhering |by recent lymph to the diaphragm, and 
there was lymph over the whole of this pleura. 

The pericardium and heart were normal except that the 
latter was pale. 

Case 9. — Louisa J., aet. 21, a paper bag maker, who gave 
a history of anaamia and severe dyspepsia of six months' du- 
ration, but no haematemesis, was seized with severe pain at 
the front of the chest immediately after eating a smaU piece 
of plum pudding on Christmas Day, 1891. She spent the next 
eight days chiefly in bed, with a continuance of pain, and 
shivering and sweating at times. 

On January 2 she was admitted under the care of Dr. 
Whipham. At this time she was fairly plump and rathe^ 
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anaemic^ in some respiratory distress^ with pain in the left 
hypochondrinm and at the rront of the chest, a temperature 
pi 101*5^ to 102*5^, and physical signs at the base of the lef^ 
lung which were thought to be those of pneumonia. The epi* 
gastrium was distended and very tender. She was orderod 
to be fed partly by suppositories and partly by fluids by the 
mouth ; and she took the latter without inconvenience. 

On January 6 there were sharp pain and friction over an 
extensive area on the right side of the chest; and a bell-note 
was obtained over the epigastriunn 

On January 8 the epigastrium was more distended and 
tympanitic, and there was considerable dulness in the left 
hypochondriac and lumbar regions. It was decided that an 
exploratory operation was necessary, and at 8 p.m. Mr. Pick 
performed laparotomy. He found a large abscess cavify be- 
tween the stomach and the diaphragm containing much 
intensely foul gas, and about a quart of pus. When the cavity 
had been emptied and irrigated a large drainage-tube was 
inserted. 

After the operation food was given by the mouth as before, 
and the cavity was washed out daily with a solution of corro- 
sive sublimate. The patient progressed fairly well till January 
17, when a rigor occurred, and there was great pain near the 
spleen. For three days she was in a state of great prostration, 
but then rallied ; and it is possible that this was an attack of 
influenza. However, another rigor occurred on January 23. 
On January 28 fluid was suspected in the left pleura, but an 
exploratory syringe failed to find it. The abscess cavity did 
not contract, the drainage-tube remaining fully four inches 
long ; and the discharge was generally foetid. 

All this time the left lung was very much embarrassed. 
There was gradual loss of strength with sweating, though the 
patient took food well. 

On February 13, an oedematous swelling having formed over 
the left lower ribs behind, Mr. Pick incised it, but no pus was 
found. The breathing at the base of the left lung was very 
faint and almost cavernous in character. The urine contained 
pus, and there was soft oedema of the feet and legs. 

On February 15 thoracentesis was performed on the left 
side, 6 oz. of a foetid mixture of blood and pus being with- 
drawn. It was found that a probe entering at the abdominal 
wound could be passed far up into the left chest, and cough- 
ing was set up by syringing out the abdominal wound. 
, ,i The patient died on the evening of February 21. 
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Post-mortem.'-^The small sinus remaining from the opera- 
tion wound was found to run over the left lobe of the liver to 
the region of the spleen^ where it ended in a branching abscess 
surrounding this organ. There was no suppuration in the 
spleen itself. At the cardiac end of the stomach on its 
anterior wall was a small puckered spot where perforation 
had probably taken place ; between this and the under surface 
of the left lobe of the Uver to which it was adherent was 
some pus. 

There was no general peritonitis. The suppuration around 
the spleen had perforated the left leaflet of the diaphragm^ 
and set up a gangrenous abscess in the lower lobe of the left 
lung. There were a few shreds of lymph over the base of the 
right lung. The pericardium was adherent to the left lung^ 
but normal internally. The heart was dilated and fatty. 

Case 10. — James G., aet. 40, a harness maker, who had 
suffered for long from dyspepsia, and for a month from acute 
dyspeptic pains, was admitted, under the care of Dr. Penrose, 
at 10.15 A.M., March 12, 1892. Two hours previously he had 
breakfasted upon bread and marmalade, which was for him an 
unusual indulgence in solid food. One hour after this repast 
he was attacked by sudden acute pain in the left upper 
abdomen. 

On admission he was found to be a spare, pale man, with 
sour breath and heavily coated tongue. At first he was in 
acute pain and somewhat collapsed, but he rallied in the 
course of a few hours. When he was now examined carefully, 
the abdomen was tight from muscular contraction and too 
tender for satisfactory exploration; there was a tympanitic 
percussion note extending far up over the front of the chest, 
and the heart was pushed up, its sounds being audible, 
though very faintly, above the left nipple. Castor oil and 
fluid food were given by the mouth and caused no vomit- 
ing or pain. 

On March 13 percussion over the thorax not being painful, 
a remarkable tympanitic area was mapped out. This tym- 
panitic area extended from the epigastrium (where its limit 
could not be accurately defined) upwards over the front of 
the chest to the third right costal cartilage, where it reached 
its apex, not extending far either to the right or to the left. 
A bell-note was obtainable over the lowest part of this area 
only. See Fig. 1. 

On March 14 the patient was in much the same condition. 
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qniet upon liis hack, in some dyspnoea, bat in little pain and 
-with a non>febiile temperature. At 5.30 f.h., loud friction, 
with both a cardiao and respiratory rhythmj was heard be- 
tween the left nipple and the stemiim.. For dia^ostio 
purposes, and to give relief to a distressing feeling of disten- 
siou from which the patient snfEered, the tube of a stomach- 
pnmp was passed down the cesophagiu into the stomach, A 
little biliona green mncous flnid was ejected through the tnbe, 
and then the stomach was washed ont with warm water. 
The flnid ejected and the washiDgswere allcaline. After this 
procedure the patient felt mnch more comfortable. The 
area of tympanitic resonance contracted all its boundaries 
slightly. 



Subsequently the tympanitic resonance extended farther 
towards the left hypochondriam, and the friction disappeared 
in the course of March 15. Nutrient suppositories not being 
well retained, food was given almost entirely by the month, 
and was well received. 

On March 16 the left lung was found to be greatly com- 
pressed. The area of tympanitic resonance extended fnrther 
into the epigastrium and left hypochondrinm ; the bell-note 
was obtainable only below the level of the sixth rib, and at 
the same level the percasaion-note became modified in cha- 



84 Bra. Penrose and Dickinson's Cases of AlscesB* 

racter^ being decidedly lower pitched than above. The tern* 
{>erature was still fairly low — 99*6° to 100'6® — ^but the respira- 
tions were 48, and the pulse was 126| and febrile in character. 
Dr. Whipham saw the patient with Dr. Penrose^ and an 
ezploratoiy operation was decided upon. 

At 10 P.M. Mr. Tamer operated^ making an incision in 
the middle line of the epigastrium. A large quantity of 
rather foul gas was let out irom a cavity beneath the abdo- 
minal wall. Beneath the gas were about two pints of thin 
pus. There was no food in this abscess. The cavity was 
irrigated with a solution of corrosive sublimate, and a large 
drainage-tube was passed down in the direction of the 
spleen. 

The patient was supported upon his right side to favour 
drainage from the depths of the cavity^ but he died exhausted 
at 6 A.M., March 18. 

Post-mortem. — ^The abscess-cavity was found to be bounded 
by the falciform ligament, the diaphragm, the spleen, the 
anterior abdominal wall, and the stomach, the left leaflet of 
the diaphragm being pushed up a considerable distance into 
the thorax. 

On the posterior surface of the stomach was a large ulcer 
which had perforated and set up this abscess^ and in the 
stomach were two other ulcers wmch had not perforated. 

There was slight recent peritonitis in the dependent parts 
of the abdomen, possibly set up by the operation. 

In the left pleura were 5 oz. of turbid fluid and much 
lymph over the lower part. The lower lobe of the left lung 
was much collapsed. The pericardium was inflamed exter- 
nally on the left side, but internally showed no lymph. The 
heart showed advanced cloudy sweUing. 
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XIX. — A cdse illustrating a more effectual method of 
removing a Cancerous Breast^ Lymphatics, and 
QUmds. By W. Arbuthnot Lane, M.S. Bead 
January 21, 1893. 

THE following brief details of a case of amputation of the 
breast and the removal of the lymphatic channels and 
glands serves to illustrate sufficiently well for my purpose 
the method suggested. 

E. O.y 83t. 53^ had^ for three years^ observed a tumour in 
her breast^ which on her admission in August^ 1892^ was 
found to be cancerous and to be attached to the skin at one 
point. Some very small glands could be felt in the axilla. 

Two long incisions were made, and the breast with the 
pectoral muscles and fatsciae were removed, and the several 
remaining walls of the axilla were freely exposed. The skin 
about the seat of the tumour was also freely removed. A 
chain of thickened infiltrated lymphatic vessels was found 
lying on the chest between the attachments of the pectorals. 
These then crossed the pectoralis minor very obliquely, and 
perforated the costo-coracoid membrane. The axillary vessels 
and nerves were carefully cleaned and the whole of the 
lymphatic glands and vessels and the areolar tissue of the axilla 
were dissected away. Some of the glands were enlarged, and 
obviously containea secondary growth. The skin was brought 
together accurately with continuous sutures, and a drainager 
tube was left in for twenty-four hours. The subsequent 
progress of the case was very satisfactory. 

For some time I have felt very dissatisfied with the results 
of the ordinary method of removing the breast and clearing 
the axilla for cancer of that organ, and have attempted to 
extract the lymphatic glands more effectually by dividing the 
pectorals in front of the axillary vessels, and, if necessary, 
cutting through the clavicle also, subsequently wiring the 
latter and suturing the divided surfaces of the former 
together. 

Although by these means I was able to dissect out. 
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apparently^ every bit of areolar tissue and the lymphatic 
glands and leave the vessels and nerves cleaned and exposed^ 
I found that recurrence still took place^ although at an 
interval of time that seemed to me definitely longer than after 
the usual methods. 

While operating for the removal of such recurrences I 
found in every case a chain of thickened cancerous lymphatics 
extending upwards and outwards in the direction of the costo- 
coracoid membrane^ and obviously continuous with the 
secondary growths in the apex of the axilla and about the 
subclavian vessels, and that this chain lay between the 
pectorals, sometimes partly upon the chest wall between the 
attachments of the muscles, and upon the pectoralis minon 

It was at once apparent that this must be, in most cases at 
least, the source of secondary infection, and that — ^while one 
imagines that in amputating the breast and apparently 
effectually clearing the axilla of its lymphatic glands that the 
lymphatic vessels, which transmit the cancer elements which 
are infiltrated with them, are also removed — ^much of the 
infiltrated lymphatic channels are left untouched and unseen 
by the surgeon at the operation. The treatment I habitually 
adopt now, and which I would suggest for your consideration, 
is the removal of the breast aiid pectoral muscles at the same 
time, the careful dissection of the axillary vessels and nerves 
and the thorough excision of the areolar tissue and lymphatic 
vessels and glands, and also, if necessary, the division of the 
clavicle and the dissection of the lymphatic vessels and glanda 
from the neighbourhood of the subclavian vessels. 

Sometimes after removing the pectoralis major, dividing 
the pectoralis minor and clearing the axilla, it may seem safe 
to suture the portions of the latter muscle together, and again 
in suitable cases it may be advisable to bring together the 
upper parts of the pectoralis major also. 

Sufficient time has not yet elapsed for obtaining any very 
accurate information of the increase in the duration of freedom 
from secondary growth which this method affords, but 
common sense and experience would lead one to consider that 
the more efficient removal of the growth and its extension will 
be followed by a corresponding delay in its recurrence, and 
that if such an extensive operation be performed early enough 
the disease may be satisfactorily eradicated. 

That the usual method of clearing the axilla of its Ijrmph- 
atic glands and channels, through an incision in the fascia 
•forming the floor of that space, is imperfect in its result is 
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quite obyious to anyone^ if ^ after he has apparently thoroughly 
cleared the axilla in this manner^ he cuts through the pea* 
torals and the costo-coracoid membrane where they form its 
anterior axillary wall. He will then find much areolar tissue, 
with lymphatic glands and vessels which he has failed to take 
away. I believe that the still more radical treatment for the 
removal of cancer of the breast^ which I have described in 
this short paper^ will be found most serviceable, at least to 
delay the progress of the disease very considerably, if not to 
eradicate it completely from the system. 
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XX. — On the relative merits of a vertical and of a 
, transverse incision in Supra-pubic Cystotomy. With 

cases. By Bobebt William Pabeeb. Bead Jan/uary 

27, 1893. 

IN the following paper I wish to bring before the Society 
some interesting cases of disease of the bladder^ and at 
the same time to draw attention to the advantages of a 
transverse over a vertical incision in opening the bladder 
above the pnbes. 

A transverse incision has long been advocated and practised 
by various surgeons in single instances^ Gunther and Bruns 
being amongst the earliest to do so. But I must acknowledge 
my chief indebtedness for the suggestion to an able and inter- 
esting paper on Supra-pubic Cystotomy, by Dr. Eigenbrodt, in 
the twenty-eighth volume of the Deutsche Zeitschrift fur Ohir 
rurgie. The cases were under the care of Professor Trendel- 
enburg, of Bonn, who appears to be the first surgeon to have 
systematically adopted the transverse incision. 

As the patient lies on his back, the usual position for 
supra-pubic operations, the edges of a vertical incision 
between the rectus muscles become quite tense, rendering 
retractors necessary. But after a transverse incision through 
the insertions of the rectus muscles and the fibrous tissues 
behind them, spontaneous retraction of the incised structures 
takes place, affording not only a ready access for eye or finger, 
but also in cases needing it, free drainage. 

Among the obvious advantages of a transverse incision, in 
my opinion, is the freer access to the bladder thus obtained ; 
and the bladder can be opened at one of its least moveable 

i)oints, viz., close behind the pubes — where the opening will 
ongest correspond with the incision through the abdominal 
wall. 

I will record five cases in which the bladder needed open- 
ing. Two of these were operated by the older method, a ver- 
tical incision, and the remaining three by the newer method, 
a transverse incision. In some measure I was influenced to 
adopt the newer method by the difficulties which attended 
the first two cases. . 
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Gabs 1. Perforating wownd of rectum and bladder; tern* 
porary recovery; six months later vesical calculus^ with piece of 
trowserS'cloth as nucleus; supra^pvhic (vertical) cystotomy ; re* 
covery, — John S.^ 8Bt. 14 years, came under my oare in the G«r« 
man Hospital in January^ 1891. Some six months preyionsly^ 
he was at work, standing on a ladder about ten feet from the 
ground^ when he fell on to a crowbar which was standing in 
a hole in the ground near by. The point of the crowbar 
entered the rectum^ cutting its anterior commissure and then 
passed into the bladder. The boy was very ill^ everything 
passed through theperinaaal wound for several weeks without 
the patient's control. In six weeks some urine began to pass 
per v/rethram; later on phosphatic concretions were washed 
out. By November he was greatly improved and was dis* 
charged^ the urine being fairly clear and healthy and passed 
without difficulty. 

When readmitted^ he was suffering from severe cystitis ; 
the urine was very offensive^ contained a large quantity of 
pus and mucus, and was being voided every hour or oftener 
night and day. The wound through the rectum into the 
bladder was completely closed and the patient had regained 
control over both organs ; but he was suffering great pain in 
his perinaBum, looked ill, and was exhausted from want of sleep. 
On sounding the bladder, a stone was at once detected. 

Supra-pubic cystotomy was decided upon. When the 
attempt was made to distetd the rectum and push forward the 
bladder, it was found impossible to do so in consequence, as 
I subsequently found, of adhesions between these two organs 
and their fixation in the pelvis by cicatricial growth, the 
result of the previous accident. For this reason the opera- 
tion was a difficult one, the bladder being very fixed and 
very deeply placed in the pelvis. The usual vertical inci- 
sion in the median line was made. On looking into the 
bladder, as the boy lav on his back, it was found to have 
assumed an elongated figure-of-eight shape. The lower 
portion, that adjoining the urethra, v^s about as large 
BA a pigeon's egg, and formed the receptacle for urine ; the 
upper portion was more elongated and contained the calculus ; 
the calculus was so tightly gripped by that portion of the 
bladder, that only after considerable manipulation with the 
finger, could it be freed. The calculus was soft like half-dried 
mortar, and crumbled when seized with forceps. As a 
nucleus there was found a piece of trowsers-cloth, which had 
evidently been carried into the bladder by the crowbar at the 
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time of the accident. The greater part of the calcalas was 
removed by irrigation ; bat 790 grains of calculous material 
and the cloth-nucleus were preserved.* 

Bemarhs. — ^In this case^ owing to the deep position of the 
bladder^ its fixation to the rectum and the impossibility of 
raising it out of the pelvis, the operation was a difficult one, 
for the rectus muscles gripped the finger like a sphincter, and 
required constant and continuous retraction. My later ex- 
perience convinces me that a transverse incision would have 
materially lessened these difficulties. I suspect the piece of 
cloth which formed the nucleus of the calculus, more or less 
plugged the original opening in the bladder and so facilitated 
its closing by granulation tissue. Thanks largely to the careful 
sapervision of Dr. Lacher, my then house surgeon, the patient 
made an excellent recovery, and remains well to the present 
time. 

Case 2. Recun^ent stone in the bladder; supra-pubic (ver^ 
tical} cystotomy twice ; msdian lithotomy once; permanent re-- 
covery. — J. M., aet. 11, was first admitted into the Children's 
Hospital, Shadwell, in March, 1889, with symptoms of stone 
in the bladder. Supra-pubic cystotomy was performed and the 
boy was discharged well after a somewhat slow convalescence* 
The most noticeable feature of the case was the tendency to 
phosphatic deposit upon the tissues forming the boundaries of 
the wound. Fifteen months later (June, 1890), he was read*- 
mittedwith further symptoms, and a second stone was removed, 
also by the supra-pubic method; there was the same tendency 
to phosphatic incrustation in and about the wound, which 
again delayed union. He got also some suppurative inflamma- 
tion about his parotid gland on the right side, associated with 
abdominal tenderness, but without peritonitis. In June, 
1891, he was admitted for the third time. On this occasion his 
symptoms were much more urgent and serious. After several 
days of increasing difficulty in micturition, his parents had 
brought him, on account of almost complete inQ.bility to pass 
urine. There was fulness in the neighbourhood of the old scar, 
with heat, great tenderness and slight oedema ; it appeared as if 
there was suppuration around the bladder. The temperature 
varied from 103° to 105° F. Awaiting my arrival at the 
hospital, a hot bath was ordered but failed to give any relief. 
On attempting to pass a catheter, a stone could be felt project- 
ing through the neck of the bladder into the urethra, where 
it was so tightly impacted, that the catheter could not be got 
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into the bladder^ nor any urine drawn off. Under these oir»- 
cumstances^ I cut down in the median line of the perin»um, 
and after some little difficulty^ owing to its shape, remoyed 
the stone. Next, I incised the abdomen in the median line, 
close to the symphysis, and let out a large quantity of stink- 
ing pus and urine. It was now clear that the bladder had 
ruptured, probably in consequence of the straining efforts to 
pass water. I, at first, inclined to think that one or other of 
the former incisions had given way again. On the other 
hand,^ the extent of the pelvic cellulitis, the manner in which 
the base of the bladder was dissected out by the pus, as also 
the position and impaction of the calculus, rendered it more 
probable that there was some ulceration at the neck of the 
bladder which had permitted the urine to escape. 

The abscess cavity was then thoroughly washed out with 
boracic solution until it returned quite clear; the bladder, 
also, was washed out. The lad made a slow but complete 
recovery. There was no phosphatic deposit either in the 
supra-pubic or perinadal region. During his convalescence, 
treatment consisted in irrigating the incisions very freely 
twice every day, and keeping the patient for some hours daily 
on his face to promote drainage. 

Case 3. Becurrent stone in the bladder; cystitis; svpra-pubic 
cystotomy by msans of a transverse incision; irrigation; recovery* 
— William W., aged 53, admitted into the German Hospital 
in June, 1890. He had suffered from cystitis and stone in 
the early part of 1889, and was operated on by the usual 
supra-pubic method. The stone was very soft and friable. 
The incision healed well, and the man left the hospital much 
improved, but with some cystitis still persisting. 

In April of 1891 he applied again, his bladder troubles 
having become much worse lately. He was out-patient under 
the care of my colleague. Dr. Ernst Michels, who, on exami- 
nation, detected another stone in the bladder. The patient 
has been in the habit of washing out his bladder, but, not- 
withstanding, the urine was found to contain a large amount 
of pus and phosphates. The cystitis was treated for some 
time very systematically by injections of nitrate of silver 
(2 per cent.), but without very great benefit, so it was decided 
to admit the man and crush the stone without further delay, 
and to thoroughly wash out the bladder afterwards. 

On June 13, the rectum and bowels having been emptied, 
and chloroform administered, I attempted lithotrity, but, in 
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spite of everj endeavour, I oonld not seize the stone with the 
hthotrite, though the stone could be felt as the instrument 
came in contact with it. Mj colleagues were not more suc- 
cessful. Under the circumstances the bladder was washed 
out, and the man sent back to the ward — ^it being thought 
advisable not to do anything further just then. 

On June 16 there had been no unfavourable reaction of 
any kind, either local or general. The man was again anaes* 
thetised, and the bladder was approached through a transverse 
incision, close above the pubes. The incision was between 
three and four inches long. There was a good deal of firm, 
fiibrous tissue beneath the rectus, and between it and the 
bladder — ^the result of the former operation. The bladder 
was quickly reached and opened, and, on introducing a 
fiinger, a large stone was found. The top of this stone was 
projecting from a sacculus. When seissed with forceps, the 
stone crumbled. It was removed partly with a scoop, and 
chiefly by means of free irrigation after it had been broken 
up. The bladder presented other pouches besides the one 
containing the stone. The mucous membrane was inflamed, 
and showed traces of ulceration in places. The prostate was 
large. 

The after-treatment consisted, at first, in washing out the 
bladder daily; then, later on, hip baths were taken. The 
recovery was uninterrupted. On his discharge from the 
hospital, after cicatrisation of the wound, there were still 
some remnants of cystitis, for which he was again treated by 
Dr. Michels, under whose care he continues, as the cystitis 
recurs a little from time to time. 

A transverse incision in this case was useful, for, besides 
giving very direct access to the bladder, it enabled the 
Burgeon to avoid the cicatrix of the former incision. More- 
over, the opening into the bladder was a large one as well as 
direct, and, by remaining open, facilitated the subsequent 
treatment by irrigation and baths. 

The cicatrix is now quite firm. The man (who was shown) 
is not sensible of any weakness or loss of power, such as might 
be anticipated after cutting through the attachments of the 
rectus muscles. 

• Cask 4. Compound comminuted fraciure of the right 
femur ; separation of the symphysis pubis ; extensive contusions 
of perinsevmj loins, 8fc.; rupture of bladder; dislocation of 
the penis; transverse suprorpubic cystotomy. '^Henvj F., 
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aged nine yearsj having been run over by a loaded van^ was 
admitted into the German Hospital on Jane 27, 1891. The 
wheel had passed obliquely, from without inwards, over his 
right thigh, causing a compound comminuted fracture of the 
femur, with the other injuries noted at the head of the case. 

Above the pubes there was swelling, dull on percussion. 
The perinsBum was greatly bruised, much swollen, and dis- 
coloured. The skin covering the penis, especially the pre- 
puce, was bruised and empty, the body of the penis having 
disappeared entirely, its exact whereabouts not being very 
obvious owing to the swelling and tension in the perinaaum* 
An extra-peritoneal rupture of the bladder was suspected. 
In presence of such symptoms, I decided to cut down upon 
the bladder, and I adopted the transverse incision. A 
quantity of blood-stained urine escaped as soon as the ab- 
dominal wall was incised. The bladder was separated from 
the posterior surface of the pubes, but the urethra proved not 
to have been torn. I could not find the opening into the 
bladder through which the urine had escaped. It must have 
been quite small, for the bladder contained a large quantity 
of urine; so I proceeded to incise the bladder, regardless of the 
existing wound. Meanwhile, a considerable decrease in the 
local swelling had taken place, owing to the escape of extra- 
vasated urine through the abdominal incision, as well as 
through other incisions which I made into the perin»um in 
different places. As the swelling went down, the position of 
the dislocated penis became evident, and without much diffi- 
culty it was gradually replaced in its skin covering, and 
retained there by means of a narrow web bandage lightly 
applied. I endeavoured to pass a catheter into the bladder 
but failed ; so I passed one from the bladder into the penis, 
and retained it in situ for an hour or two. Lest the bruised 
state of the penis should be followed by swelling and closure 
of the urethra, I stitched the edge of the incised bladder to 
the skin, and so secured free drainage for the urine. 

As regards the other injuries in this case, I may say that 
the compound fracture of the femur did very well, healing 
taking place with some shortening. The external wound in 
the soft parts was covered with cotton wool soaked in collo- 
dion. An extensive ecchymosis on the lower part of the back 
suppurated; the nerinseum did not suppurate. 

The boy made an excellent recovery. The transverse 
wound healed soundly. The boy has experienced no discom- 
fort since. (He was shown to the Members.) 
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Case 5. Stone in the bladder ; suprorpubic cystotomy by 
means of a transverse incision ; primary union without suture 
of the bladder ; recovery. — ^W. G., aet. 12 years, admitted 
January 22, 1892. The boy had experienced some " difficulty 
in passing water for the past five years, ever since an attack 
of typhoid fever ; '^ so his mother stated. For the past three 
or four weeks there had been pain — referred to the groins — on 

Sassing water, especially when standing up to do so. The 
ow occasionally had stopped suddenly. Blood was reported 
present by the mother ; while in hospital previous to opera- 
tion, neither blood nor pain was observed. On the day pre- 
vious to operation, urine was found quite clear, faintly acid, 
sp. gr. 1025 ; no blood ; no albumen ; no pus ; no crystals. 

On January 27 supra-pubic cystotomy was done, the trans- 
verse incision, close to the pubes, being adopted, after pre- 
vious distension of the bladder with boric acid solution, and 
inflation of the rectum. An oblong, very rough-surfaced 
(mulberry) stone was extracted. The incision into the bladder 
was found to close very well, hence no sutures were put in ; 
the edges of the abdominal incision were carefully closed with 
several silk sutures. A good dose of opium was administered 
at once. Late in the evening, a soft catheter was passed into 
the bladder and about 8 oz. of urine drawn off. 

The subsequent history may be very briefly given. Pri- 
mary union occurred both in the bladder and in the abdominal 
incision. There was no pain, or trouble, or extravasation. 
A catheter was passed about twice daily for two or three 
days. There was some balanitis, due apparently to irritation 
previous to the operation; after circumcision this quickly 
disappeared. 

I well remember the difficulty I experienced in removing a 
myomatous tumour from the bladder of a young woman some 
four or five years ago, in consequence, largely, of the tense 
condition of the margins of the vertical incision between the 
rectus muscles. In looking back on this case (which is 
recorded in a former volume of our Transactions) I can now 
see the advantages which a transverse incision would have 
offered over the vertical one I then made use of. 

r operated also two or three weeks ago, by the transverse 
method on an old gentleman, in one of the private wards of 
the German Hospital. He had malignant disease of his 
bladder, which gave rise to great haemorrhage. The desire 
to pass water was almost incessant, so that the patient could 
get no rest. An opening into the bladder above the pubes 
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gave me tlie opportunity of making a thorough exploration 
of the bladder^ and of arriving at an exact diagnosis. The 
man liyed some days after the operation in comparatiye quiet 
and freedom from pain and annoyance. The adoption of 
Trendelenburg's transverse incision greatly facilitated the 
proceedings. 

Bemarks. — Any advantage which a supra-pubic incision 
into the bladder may possess over the sub-pubic methods 
is increased and amplified by substituting a transverse for 
the more usual vertical incision. I have opened the bladder 
above the pubes some twenty or twenty-five times for various 
purposes^ and in all but the later cases, made use of a vertical 
incision. For the future I shall use the transverse incision 
entirely, as I am persuaded of its advantages, the chief of 
which are given at the commencement of this paper. 

Quite recently I was assisting my colleague. Dr. Michels, 
at the G-erman Hospital ; he was exploring a bladder through 
a supra-pubic vertical incision. The pelvis being raised 
high up as recommended by Trendelenburg, I was again 
much struck with the rigidity of the edges of the incision, 
and the difficulty experienced in overcoming it. But a short 
transverse incision across the attachments of the rectus, 
quickly overcame the rigidity, and facilitated the operation, 
as well as the subsequent after-treatment. 

The raised pelvis position, recommended by Trendelen- 
burg, is a very useful one ; the intestines gravitate towards 
the diaphragm and away from the bladder region. 

The result in my cases shows conclusively that an a priori 
fear (which I confess to have experienced), that there might 
be some subsequent weakness of the rectus muscles of the 
abdomen is as ill-founded as that the leg is weakened by 
section of the tendo Achillis. On the contrary, union took 
place rapidly and completely, and no sense of weakness was 
felt afterwards. 

A too free division of the muscular attachments, it has 
been said, might endanger the external ring and so predis- 
pose to hernia. This, too, is a danger which can be easily 
avoided by not making the incision too extensive. If the 
calculus is a very large one, too large to be removed through 
a medium-sized opening, the indication, of course, is to 
break up the stone, rather than enlarge the opening beyond 
due and proper surgical limits. 

In cases where drainage is indicated, the &>ce position, for 
some hours at a time, especially during the first few days, is 
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most efficient. If wftshing out is necessary^ either irrigation 
or a sitz-bath may be used; a transverse incision, which 
keeps open spontaneously^ facilitates the proceeding. The 
sitz-bath can, if needed, be prolonged indefinitely. A 
bath fitted with hot and cold taps, and an overflow, secures 
a constant supply of warm fresh water, which will be found 
very useful and convenient in cases of chronic cystitis. 

In Case 5, 1 was fortunate to get primary union of the 
bladder incision, although I did not insert any sutures. 
The stone was not a large one ; the opening into the bladder 
was no longer than necessary, and its edges fitted very close 
together. This induced me to close the external wound 
carefully and to order the use of a soft catheter at short 
intervals: a plan which answered admirably. It appears 
to me that an incision in the bladder close to the 
pubes at a spot where it is least moveable, will help to secure 
this very desirable result — primary union — ^in suitable cases* 
Of course the bladder itself mast be healthy, a condition 
often found in young subjects who have been cut for stone. 
In old people, whose bladder is inflamed, or otherwise 
diseased, the object aimed at is free access, free and com- 
plete evacuation rather than rapid or early closure. Hence, 
m such cases, suturing is contra-indicated. 
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XXI. — Subserous Uterine Haematocele, in a girl of eleven 
yearSy simulating acute inflammation of the vermu 
form appendix : laparotomy : recovery. By Abthub 
E. Babkeb. Bead February 10, 1893. 

IN the following case an error in diagnosis was made whioh 
was perhaps pardonable in view of the very nnnsual 
features of the case^ and the close resemblance which the 
history of the symptoms showed to those usually met with 
in typhlitis amon^ children. Fortunately this child bore 
the laparotomy well (as most children do in my experience)^ 
so that no untoward effect followed as the result of the error. 

Mabel B.^ est. 11 years^ admitted into University College 
Hospital January 26, 1892, is the eighth child of healthy 
parents, and is a strong healthy-looking girl. In September 
1891, the child was first seized with an illness like the pre- 
sent. Sudden pain was felt in the lower part of the abdomen 
chiefly on the right side, and the patient became feverish ; 
the bowels were confined, and she was sick several times. 
For this she remained in bed for a day or two. About a 
month or six weeks later she had a similar but slighter 
attack. Again during Christmas week there was another slight 
attack of a similar kind. None of these three illnesses had 
any relation to indigestible diet. 

The present, or fourth attack, which began precisely like 
the others, was not preceded by constipation. The patient 
was suddenly seized at 2 o'clock a.m. on January 24, 1892, 
with severe pain in the lower part of the abdomen, chiefly 
on the right side. At 9 a.m. before breakfast she vomited 
for the first time. There was no distension of the abdomen* 
During the day she was sick several times. She was then 
seen by Mr. Sworn, of Holloway, who prescribed opium inter- 
nally and belladonna fomentations over the abdomen. This 
relieved the pain and the patient vomited only twice the next 
day, once in the morning and once in the evening. On the 
26th, the day of admission, there was no sickness^ and no 
action of the bowels. 

On admission on January 26^ 1892, the patient waa 

VOL. XXVI. 7 



98 Mr. Barker's Paper on Subserous Uterine Hsematocele. 

rather drowsy but complained of pain in the lower part of the 
abdomen^ on the right side. She was flushed ; there was no 
collapse. The temperature was 101*4^^ palse 140^ the tongue 
moist but furred. The abdomen was not distended ; it was 
yery tender all over the lower part but chiefly in the right 
iliac region. There was no distinct fulness in the iliac fossa 
but in the hypogastrium a moderately distinct firm swelling 
was evident on deep palpation. There was slight loss of 
resonance over the right iliac fossa. 

Projecting into the anterior wall of the rectum a large 
roundish swelling was felt with the finger filling up the cavity 
of the pelvis. Over this the coats of the bowel were felt to 
be moveable ; it was firm but elastic. The state of this swelling 
was not altered by emptying the bladder with a catheter^ and 
it was not oedematous. 

Viewing this case from all its aspects and taking into 
account the girl's age^ the three antecedent attacks of a similar 
kind^ the tenderness^ pain and slight dulness in the right 
iliac region together with a swelling to be felt from the rectum, 
I regarded this illness as due to typhlitis resulting in an 
abscess among matted intestines in the pelvis. This view was 
shared, I believe, by all who saw the case. 

Taking this view I immediately proceeded to operate for 
the evacuation of this intra-abdominal abscess, the idea of 
a pelvic hasmatocele in a girl of eleven, never having entered 
my head, I am bound to say. 

Operation (January 26, 1892, 9 p.m.). — I made an incision 
downwards in the right linea semilunaris between two and 
three inches in length, its upper end being a little above the 
level of the anterior iliac spine. When the abdomen was 
opened healthy but slightly injected coils of intestine presented. 
Turning these aside, I examined the caecum and appendix, 
both of which were normal. There was no lymph about, but 
a considerable amount of brownish, turbid serum escaped 
from the direction of the pelvis. Passing my hand in this 
direction I at once felt the tumour discovered from the rectum. 
This almost filled Douglas's pouch and was quite smooth upon 
the surface. It could not be raised out of the pelvis, but 
while endeavouring to bring it into view a convoluted mass was 
felt which I at first took to be a piece of gut twisted up and 
bound down by adhesions. On drawing upon it, however, it 
was brought into view, and was then seen to be the Fallopian 
tube with the ovary at its extremity. The latter was now seen 
to be almost black from blood clot extravasated underneath its 
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serous covering. The same black extravasation was seen 
round the Fallopian tube and between the layers of the broad 
ligament^ and reached as far as the swelling before alluded 
to^ which proved to be a collection of blood in the subperitoneal 
tissues of the broad ligament and posterior surface of the 
uterus^ in all about the size of a hen's egg. There was no 
actual effusion of blood into the peritoneal cavity^ but the 
latter contained in the neighbourhood of the swelling a certain 
amount of turbid serum as already mentioned. Recognising 
the condition now as one of subserous^ pelvic^ or uterine 
haamatocele^ I concluded that nothing further should be done^ 
and simply dried out the pelvis and closed the abdominal 
wound in the usual way with silk sutures and without drainage. 
A salicylic wool dressing completed the operation^ which had 
not lasted long. 

While I was dressing the wound a vaginal examination 
was made by Mr. White, our surgical registrar, who notes 
that ''the mass projected downwards into the posterior fornix, 
the cervix was pushed forwards and the os uteri was directed 
towards the symphysis pubis. The os was normal." 

There is little further to note about the case except 
uninterrupted recovery. The temperature steadily fell to 
almost normal, and the abdominal pain soon disappeared. 
There was a little sickness on the 28th, and the child looked 
sallow, with yellow conjunctivae. On the 29th this yellowness 
was increased, and the child vomited three times, in all about 
two ounces of bright green liquid. She also complained of 
pain in her abdomen. The bowels were opened twice on the 
28th, but the stools were not clay colored. 

By the 30th the child was practically well, though still 
yellow in the face. There was no pain or vomiting, and she 
was bright. Temperature, subnormal ; pulse, 76. 

On the tenth day the first dressing was removed, and the 
wound was found united perfectly by first intention. The 
stitches were then taken out. 

About three weeks after operation my colleague, Dr. 
John Williams, was kind enough to examine the child for me, 
and found the tumour behind the uterus apparently in statu 
quo. He told me that even then if he had not been told to 
the contrary he should have thought the swelling was actually 
in the peritoneal cavity Such a state of things in a girl of 
eleven years old was unknown to him. 

We kept the child in hospital until February 24, i.e. 
until thirty-one days after the onset of the last attack, with a 
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view to seeing whether a similar attack would come on in the 
fourth or fifth week after the last, as had occurred on three 
previous occasions. But the child was quite well, and on Feb. 
24, the day of her discharge from hospital, she showed no 
sign of illness, and the swelling is noted hj Mr. White as 
slowly decreasing, as examined per vaginam. We took par- 
ticular pains to have the child^s condition reported upon by 
her mother for a month or two after she left hospital, but 
she remained quite well, and without any sign of uterine 
disturbance. 

I venture to think that this case is an interesting one from 
a pathological, clinical, and surgical point of view, and as such 
deserves to be recorded. 

As to the pathology of uterine haemotocele it is, I believe, 
a matter still unsettled among gynaBcologists, and we cannot 
enter upon its discussion here. I will only add one point to 
the above which has a bearing upon this aspect of the case. 
This child had no evidence of abortive menstruation except 
the symptoms recorded in the four attacks described, and she 
has had none since. 

As to the clinical aspect of the case the chief interest lies, 
I think, in the fact that the symptoms were deceptively like 
those of acute inflammation of the appendix. If such cases 
as the above were common they would add another to the 
many difficulties which abeady surround our diagnosis of that 
disease. Fortunately they must be exceedingly rare in children. 
I have been unable to find any other recorded case of the kind 
affecting a child. 

As to the surgical aspect of the case it is chiefly interesting 
as showing the benefit of exploratory laporatomy, and also 
how well children bear abdominal operations, if not too 
prolonged. 
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XXII. — A Case of Lipoma of the Broad Ligament. By 
FfiBDBEiOK TfiBVBS, Bead February 10, 1893. 

A WOMAN 86t. 32, a hospital nurse, was admitted into the 
London Hospital on September 20, 1892. She was tall, 
pale, and very thin. She looked delicate, but she had never 
had any specific illness, and during the two vears in which she 
had been actively engaged in nursing, she nad never been a 
day off duty on account of sickness. Beyond being troubled 
with constipation she had had no abdominal symptoms of any 
kind. She was perfectly regular. Fourteen days before 
admission she began to complain of pain in the lower part of 
the back. This soon became so severe that she was compelled 
to take to her bed. She had been in bed for a fortnight with 
this pain in the back before she was admitted into the surgical 
wards. . It was while thus confined that the tumour in the 
abdomen was discovered. The patient had long been aware 
of its existence, but as it did not give her the very least in- 
convenience, she had refrained from drawing attention to it. 
She stated that the belly began to enlarge eighteen months 
ago, that the enlargement proceeded very gradually but 
steadily, so that she had repeatedly to alter her dresses. 

The tumour occupied the right side of the abdomen, and 
had always been limited to that side. It was very clearly 
seen through the parietes, and appeared to be the size of the 
adult head. It occupied the right iliac region and reached 
upwards to the level of the umbilicus, and on the left 
extended to a little beyond the middle line. It had all the 
characters of a typical ovarian tumour, but was remarkable by 
its prominence and the ease with which its outline could be 
seen through the parietes. It was dull onpercussion and had 
a rounded and very well-defined outline. There was no lobula- 
tion. It did not fluctuate and at the same time it did not appear 
to be wholly solid. It was described in notes taken before the 
operation as " tense, elastic, and semi-solid.'' It was move- 
able. It could not be reached on vaginal examination, but it 
was readily made out that the uterus moved with the tumour. 
The loin was resonant. There was no ascites. The thinness 
and pallor of the patient and the physical characters of the 
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growth gave rise to suggestions as to the possibility of the 
tumour being malignant. 

I removed it on September 20^ through a median incision 
which had to be extended from the symphysis to the umbilicus 
before the mass could be delivered. The tumour was found 
to be a lipoma growing between the layers of the broad liga* 
ment. The right ovary and Fallopian tube were stretched 
over the growth and were displaced towards the median line. 
The right ovary was in fact to the left of the median line. The 
peritoneum over the tumour was divided horizontally and the 
shelling out of the mass proceeded with. It was quite clear of 
the wiJl and brim of the pelvis and in this direction was the 
least adherent. As the region of the ovary and Fallopian 
tube was approached the attachment of the tumour became 
more and more close^ and it soon became evident that 
it would be impossible to remove the growth without at 
the same time excising the ovary and its tube. This was 
carried out. The Fallopian tube had to be divided close to 
the uterus^ and the distal part of it together with the ovary was 
removed with the tumour. No adhesions of any kind existed. 
Besides the ovarian vessels, three small arteries were secured 
by ligature. The operation was carried out with some diffi- 
culty. No drainage-tube was introduced after the cavity left 
by the tumour had been washed out, the abdominal wound 
was closed in the usual way. 

The patient made an uninterrupted recovery and left the 
hospital at the end of four weeks. 

The tumour when examined after removal proved to be 
composed wholly of fat. It was fairly well encapsuled at all 
parts, and was growing between the layers of the broad liga- 
ment. It had no structural connection with either the ovary 
or the Fallopian tube. It appeared to have been entirely 
limited to the broad ligament, as it did not encroach upon the 
retro-peritoneal tissue about the wall of the pelvis. Although 
it had mounted up into the abdomen, it was entirely free from 
the retro-peritoneal tissue of that cavity. The peritoneum 
lining the iliac fossa and covering the brim of the pelvis was 
wholly undisturbed by the operation. The tumour was quite 
homogeneous on section. It weighed 72 oz. Its greatest 
circumference was in the vertical direction and measured 
26^ inches. Its least circumference was in the horizontal 
plane and was represented by 21 inches. The specimen is 
preserved in the London Hospital Museum. 

So far as I have been able to ascertain, lipomata of the 
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bro&d ligament are exceedingly rare. The marked absence 
of fat in the subserons tissue of the mesometrium would serve 
to explain this rarity. 

The literature of retro-peritoneal fatty growths is not in- 
considerable, but it contains no account of such a growth 
between the serous layers of the broad ligament. 

Terrillon {Arch. Om. de Med..,t. i, p. 257, 1886) has col- 
lected fifteen recorded cases of subperitoneal lipoma, but the 
tumours all concern the district of the abdomen. 

Terrier and GuiUemain, in a recent monograph {Bevue de 
Chirurgie^ No. 9, 1892, p. 747) upon retro-peritoneal lipomata, 
speak of them as usuafiy arising from the subserous tissue 
about the posterior wall of the abdomen, and as spreading 
thence between the layers of the mesentery or mesocolon. 
They give an account of two cases in which laparotomy was 
performed, but in each instance no removal of the tumour was 
attempted. In one of these cases the lipoma appeared to 
have arisen in the right loin : it extended to the diaphragm, 
filled the iliac fossa, and entered the pelvis. The authors 
quote eleven cases of this kind of growth in which removal 
by operation was effected. In four of these examples a cure 
followed, viz. cases by Madelung {Berl. klin. Wochens., 
1881, p. 75), Pean {Bull O&n. de Ther., 1887, p. 420), Meredith 
{Lancet, 1887, vol. i, p. 881), and Lauwers (Acad, de Med. de 
Belg.y 1891, p. 311). 

Mr. Bland Sutton, in his excellent work on '^ Surgical 
Diseases of the Ovaries and Fallopian Tubes,'' makes no 
mention of these growths in connection with the broad liga- 
ment. In the Transactions of the Obstetrical Society, part i, 
1892, p. 7, he describes a case in which the mesosalpinx and 
adjacent parts of the broad ligament were infiltrated with 
rich granular fat. He shows that this was associated with a 
dermoid cyst, the capsule of which had ruptured, and the 
tissues within the cyst, especially the fat, had burrowed along 
the lines of least resistance and had made their way between 
the layers of the broad ligament. He alludes to a like case 
reported by Mr. Doran (^rans. Path. 8oc., vol. xli, p. 202). 
The cysts met with in the broad ligament are common enough, 
and have been very elaborately described. The solid tumours 
in this region are certainly uncommon. 

The least infrequent appear to be myomatous growths 
which develop between the layers of the broad ligament, and 
arise either in the ovarian or round Ugament or in the con- 
nective tissue of the district. 



104 Mr. Treves's Case of Lipoma of the Broad Ligament. 

Sarcomata have been met with in this part. Such a case 
is described by Dr. Playfair {Trans. Obst. ooc., 1874, toI. xv, 
p. 217). The tumour filled nearly the whole of the abdomen. 
The uterus and ovaries were healthy. 

Duplay {Oaa. des Hop., 1880, p. 625) gives an account of 
a case of cystic sarcoma of the broad ligament. But as no 
operation was performed and no post-mortem examination 
made, the diagnosis was founded solely upon clinical bases. 

A somewhat peculiar tumour, described as a cyst with 
enormously thick fibrous walls, has been examined by Boussi 
{Bull. 8oe. Anat. Paris, 1878, p. 368). It was the size of an 
adult' head, was discovered post mortem, and arose from the 
broad ligament of an insane woman aged eighty-five. It 
was possibly a myoma which had undergone some central 
softening. 

Parona {Arm. di Obstet., 1892, No. 2) gives an account 
of a lipoma connected with the broad ligament which was the 
size of a pear. The Fallopian tube was embedded in the 
growth so that only the fimbriated extremity was visible. 
From this tumour — ^which Parona assumes had developed 
from one of the fimbriae — a normal ovary was pendent. 

Lastly, a short but distinct account of a lipoma of the 
broad ligament is given by Peyrot {Btdl. 8oe. Anat. Paris, 
1875, p. 178). It was discovered post mortem in the body of 
an old woman. It was about the size of the fist and was 
kidney- shaped. It was quite moveable, and is indeed described 
as fioatiog. A small cyst, the size of a lentil, was* found near 
the neck of the uterus ; but for this the organs concerned 
were normal. 

This is the only case I have been able to find which is de- 
scribed under the heading of lipoma of the broad ligament. 
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XXIII. — A case of Diaphragmatic Hernia^ in, which 
Death was caused by Vomiting. By 0. D. B. Hale, 
M,D,, and J. F. Goodhaet, M.D., F.R.C.P. Bead 
February 10, 1893. 

NP., 89t. 49^ the subject of a double inguinal hernia^ after 
• much exposure and hard work in India, came to Eng- 
land at the end of 1891 on account of ill health. He 
complained chiefly of waterbrash and acid eructations, with 
occasional vomiting. He was seen by Sir Joseph Fayrer, 
who could detect no organic disease. When I first saw the 
patient, in January, 1892, he was lying in bed, and constantly 
bringing up mouthf als of dark-coloured mucus, while about 
every week or ten days he vomited enormous quantities of 
fluid of a similar character. He complained of heat and pain 
at the ensiform cartilage. His bowels were obstinately con- 
fined. His diet was at first restricted to milk and rusks, with 
only temporary relief ; he was then given nothing but pep- 
tonised milk, and for a whole month vomiting ceased; as, 
however, it returned as copiously as ever, his stomach was 
washed out daily with decided benefit for about a fortnight ; 
milk, farinaceous food, and eggs were then given him, but 
copious vomiting of yeasty-looking, most foetid fiuid imme- 
diately resulted. He had been losing flesh throughout his 
illness, but emaciation now became rapid and extreme. He 
was seen by Dr. Goodhart (whose description of the post- 
mortem appearances follows) with me two days before death. 
Tympanitic resonance posteriorly as high as the middle of the 
left scapula and retraction of the abdomen were the only ab- 
normal signs observed. He was thought to be dying of 
cancer of the stomach. 

Dr. Peacock, in vol. xiv. Path. 8oc. Trans., divides dia- 
phragmatic hernia into two classes : the true, in which a sac 
formed by the peritoneum or pleura exists ; and the false, in 
which no sac is present. The present case is an instance of 
the first named. It is remarkable that this patient had en- 
joyed good health, and had been able to undergo severe hard- 
ships without apparent harm until a few months prior to his 



106 Drs. Hale and Goodhart's 

death. Some portion of his stomach must have passed throu&rh 
a congenital owning in the diaphragm at an early stage of 
his illness^ and probably the frequent vomiting, aided by the 
negative pressure within the thorax, which, according to 
Mr. Morrant Baker (Path. 8oc. Trans., vol. xxvii), is a factor 
in the production of these herni», had the effect of finally 
forcing the whole organ, with some neighbouring structures, 
into the thorax, where they were found lying after death. 

Report of the inspeetion.-^-Oji the removal of the front of 
the thorax and abdomen nothing remarkable was apparent. 
The heart and lungs occupied their usual positions, and 
seemed in all respects normal. But when we next proceeded 
to determine the position of the stomach it could nowhere be 
found. A piece of the splenic flexure of the colon was taken 
up in mistake for it, and on tracing this along it was found to 
enter the thorax through an aperture between the crura of the 
diaphragm underneath the liver. A small part of the cardiac 
end of the stomach was then seen to be in its natural position 
below the diaphragm, and, following it along, it also disap- 
peared through the diaphragm with the transverse colon. 
On now making pressure on the viscera in the epigastric 
region an impulse was communicated to the thorax in front 
of the spine, pushing up the heart, and showing also in the 
pleursB by movements communicated to the lungs. The stomach 
was enormously dilated ,and lay in the posterior mediastinum 
across the spine, and a large part of it was free in the bottom 
of the left pleura; but it seems probable that this was 
only a recent occurrence, if, indeed, it did not occur in the 
making of the inspection, for there was no compression of the 
lung nor signs of inflammatory action, as has generally been 
the case where the abdominal viscera have been found to 
occupy such a position as this. 

The parts were removed for more careful examination when 
it was found that the condition was one of the rarer forms of 
phrenic hernia; that is to say, the hernial contents were en- 
closed in a distinct sac which lay across the spine immediately 
above the diaphragm, and the orifice of which extended from 
the cesophageal opening on the left to the opening of the vena 
cava on the right ; and I should suppose that it is'a congenital 
weakening, and perhaps subsequent bulging, of the midrib 
between the crura. 

The sac contained two thirds of the stomach, and with it a 
large loop of the transverse colon, the lesser omentum, the 
greater part of the pancreas, and the duodenum. The stomach 
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was twisted somewhat^ so that the omental fat got upwards, 
and the posterior wall, towards the pyloric end, was forwards. 
The pyloric orifice was within the sac, and was unosually 
thin. The stomach itself was thick. 

The viscera except for the displacement were normal. The 
pancreas was elongated from stretching. 



108 Mr. Colcott Fox's Oases of Oeneralised Vaccima. 



XXIV, — Two cases of Oeneralised Vaccinia. By T. 
CoLOOTT Fox, M.B. Bead February 10, 1893. 

CASE I. — ^William N. was bom in a lying-in hospital on 
May 21, 1892^ and on the 25th of that month was vac- 
cinated^ with a number of other infants, from a baby selected 
at the National Vaccine Establishment in Lamb's Conduit 
Street. In William N. only did anything unusual occur. 
The mother was discharged from the hospital at her own 
request on June 2^ and on that day her infant was examined 
in the usual course by the authorities at the hospital^ and the 
vaccination had apparently run a normal course. The mother^ 
however^ states that at this time a very small vesicle was 
present on the scalp. From this date, the ninth day after 
vaccination onwards^ lesions appeared day by day. On the 
8th June, {. e. on the fifteenth day, the baby came under my 
observation at the Westminster Hospital, and then the vac- 
cinated arm was swollen, reddened, covered with a dense 
^aggregation of varioliform vesicles rather smaller than perfect 
vaccine vesicles, surrounding the primary lesions. Other 
typical vaccine vesicles^ perhaps thirty or forty, were dis- 
seminated sparsely and far apart over the trunk (back and 
front), the limbs, and especially the scalp. The child did not 
appear to be very ill, only peevish and fretful : the skin 
temperature was 99*4^ F. On June 12, the nineteenth day, 
the vaccinated arm was completely covered with a crust, and 
a few additional lesions had developed on the trunk and 
limbs. The mother pointed to a small piistule recently 
evolved, and remarked tlui,t the later lesions did not attain 
the size of the earlier ones. On June 15, i. e. on the twenty- 
second day, the eruption was subsiding rapidly, but Dr. 
Gossage, the house physician (to whom I am indebted for 
careful observation of the case), noticed the evolution of a few 
abortive pustules for a few days longer. These later small 
lesions attained the pustular stage very rapidly, and were not 
characteristic of vaccinia. The earlier typical vaccine vesicles 
tended to leave scars, though very slight ones. 
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On the brother's scalp was an irregularly-rounded larm 
pus buUa^ characteristio of those seen m Pediculosis capitis, 
and unlike a vaccine vesicle. 

Case II. — Alice G., bom on the 13th July, was kindly 
sent to me by Dr. W. C. Grigg on August 4, 1892. The baby 
was vaccinated with humanised lymph in four places on the 
left arm, on July 20. The vaccination took well, and ran a 
normal course. On July 26, the baby was examined and 
nothing unusual was apparent. On the 28th, the ninth day, 
supplementary lesions were noticed by the mother to be 
making their appearance. On the 30th, the vaccinated arm 
was covered with them, and others had appeared elsewhere* 
When I saw the baby on August 4, the sixteenth day, I noted 
some miliary dome-shaped pustules, without any solid base or 
areola, on the scalp. On the right forehead was a larger 
pustule, with a red areola. On the outer side of the right 
arm was a larger, perfectly rounded, umbilicated lesion, quite 
typical of a vaccine vesicle, but not quite full size. A perfect, 
fully-developed vaccine lesion was present on the inner side 
of the left arm, on the right ring finger with a brown colour, 
on the flexor aspect of the left wrist, on the chest; two or 
three on the lower part of the back, two on the right shoulder 
and middle back, three on the inside of the right foot and 
ankle, two on the left calf. On the vaccinated arm the dried- 
up primary lesions were surrounded by a great multitude of 
confluent vaccine vesicles, still preserving their individual 
outlines. The confluent lesions in this situation were, ac- 
cording to the mother, the first of the secondary ones to 
appear. The temperature was normal, but the mother 
asserted that the child had been feverish, and very restless. 
After this date a few abortive miliary pustules appeared for 
a few days, and the earlier lesions all ran a natui^ course of 
involution. They turned brown in the centre, then became 
discoloured all over, dried up into scabs, and finally separated, 
leaving a red tache or in some places a faint scar. Six- 
teen other babies were vaccinated from the some source 
as Alice G. : all the sixteen took in four places, and all 
did well. 

We have here again a similar sequence of events to that 
seen in Case I. The primary vaccination ran a normal 
course till about the ninth day, when the site of the primary 
vaccination became surrounded by a multitude of confluent 
secondary vaccine lesions. These were quickly followed by a 
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few others distributed singly and in twos and threes over the 
general surface^ which was sound and unbroken. Fresh 
lesions continued to evolve for two or three days^ and then 
for some days longer a few miliary abortive pustules^ until 
about the eighteenth day in the second case^ and the twenty- 
fifth day in the first case. 

I may add that I exhibited the first case to the Dermato- 
logical Society, and, as the drawings I hand round show, 
there can be no doubt as to the character of the lesions. 

Remarks. — ^A good many similar cases have been noted, and 
a slight reference is made to them in some of the treatises 
dealing with vaccination, such as those by Warlomont and 
Parola, but the more complete discussion will be found in a 
Th^se pour le Doctorat en Medecine, sustained by Dauchez at 
Paris in 1883, entitled, Des Eruptions VoAxinldes Omera- 
lisees {Vaccinides) et de quelques dermatoses suscitees ou 
rappetes par la Vaccination, and in the article by Longet 
published in 1886 in the Dictionnai/re Encylopedique des 
Sciences medicales. I append* also a few references bear- 
ing on the subject and not noticed by these authors. In this 
country such an eruption has attracted very little attention, 
and the only case coming within my own experience previously 
was a child under the care of Dr. D. B. Lees. Judging by the 
amount of literature existent the condition does not appear to 
be at all common ; nevertheless I doubt its great rariiy. Both 
Dauchez and Longet are careful to separate these eruptions 
of supplementary true vaccine vesicles from other eruptions 
following vaccination, and they further draw a distinction 
between a generalised vaccinia appearing concurrently with 
the local primary vaccine vesicles, and believed to be of spon- 
taneous origin, and secondary lesions appearing at a later 
date (but whilst the system is still susceptible to vaccine in- 
oculation), and believed to be due to auto-inoculation. Most 
writers are in agreement with them, though it is often difficult, 
if not impossible, to say into which category a given eruption 
should be placed. Dauchez admits that in exceptional cases 
the supposed true spontaneous generalised vaccinia may be 
tardy in appearance, and that the course of events may 
approximate to that seen in inoculated variola. It has been 

* L^on MH., 1889, August 18 (Laoour) ; Ann, de Derm, et de Syph,, 1891, 
January 8 (Gaucher); I, C%t. and Qen,'Urin. Die., vol. i, 1883 (Smith); Med, 
Meeord, April 15, 1882 (Martin) ; J. Cut, and Oen,'UHn, Die., vol. i, March, 
1888 (Morrow); Brii, Med. Joum,, December 13, 1890, p. 1362 (Darling), 
accidentally inoculated from a cow; TraiU pratique de la VaccinaUon amimale, 
1889, pi. XX (Layet). 
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shown that auto-inoculation may occur from the eighth to 
the eighteenth day or even later^ but that it is very rare be- 
yond the ninth day after the primary vaccination.'^ It is 
usual to find the later lesions more rapid in evolution and 
maturation, and less typical in form. 

In many of these cases of generalised vaccinia the vesicles 
developed exclusively or more copiously on eczematous or 
inflamed surfaces. This may be explained by supposing that 
auto-inoculation occurs more readily on such surfaces, or that 
an eczematous area is a locvs minoris resistentias, as seen in 
variola. Thus in Padieu's case 200 vaccine lesions developed 
on an eczematous face and scalp on the fourth day after vac- 
cination, i. e. contemporaneously with the primary vaccination 
lesions. In somewhat similar cases the early appearance of 
the supplementary lesions, the probable absence of such an 
agency as rubbing and scratching to be inferred from the 
tender age of the infant, and the condition of the vaccination 
lesions, or the site of some lesions, or the protection by dress- 
ing of an inflamed part on which supplementary lesions 
arise, render an explanation by auto-inoculation somewhat 
unsatisfactory. If auto-inoculation be the explanation, then 
vaccine matter must have been conveyed either at the time of 
the operation, or shortly afterwards in washing or otherwise 
tending the infant. On the other hand, Martin's case appears 
to illustrate the remarkable manner in which inoculation can 
occur.t He vaccinated a mother with bovine lymph and on 
the sixteenth day her unvaccinated infant, seven months old, 
commenced to exhibit lesions, so that eventually at least 400 
typical vesicles might be counted. A heifer was successfully 
vaccinated from them. In cases where the supplementary 
vesicles arise at a later period the course of events may 
approximate very closely to that seen in inoculated variola in 
man, except that the latter is infectious. My cases illustrate 
this point. Other symptoms do not afford us great help. 
Fever may be present, often to a considerable degree, but 
nothing distinctive in the character or course of the febrile 
symptoms is of service in elucidating the point. Perhaps this 
fact rather tells for the auto-inoculation theory, as does the 
constant freedom of mucous membranes from attack. On the 

* Layet, from experiments, determined that in infants immnnitj was, as a 
rale, established after the completion of the seventh day, in adults one day later. 
Some latitude must be allowed in accordance with the varying rate of evolution 
of the pustules. 

t Dr. Theodore Acland has pointed out to me that the infant might possibly 
have contracted vaccinia through the mother's milk. 
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other hand, there are several circnmstances which make a 
spontaneous generalised vaccinia appear possible. Thus 
Chanvean fonnd that by introducing vaccine matter into the 
lymphatics, veins, subcutaneous tissue, digestive tract, or 
trachea, a generalised eraption on the skin was produced, 
and the contents of the vesicles were capable of vaccination 
in cows and infants with the ordinary results of vaccine in- 
oculation. Gazalas administered a pinch of powdered vac- 
cination crusts in soup to a child of four years, who appeared 
to be insusceptible by the ordinary methods. On the fourth 
day general symptoms, e. g. nausea, vomiting, violent fever, 
declared themselves, and at the end of six days a general 
eruption of 180 vaccine lesions appeared. Pritchard and 
Etienne have recorded cases in which multiple disseminated 
lesions evolved, and apparently spontaneously, in a child who 
had sucked a vaccine vesicle. There is also a remarkable 
case, quoted by Longet, in which a generalised vaccinia 
evolved, though no results were produced at the site of the 
primary vaccination. 

Lastly, I may refer to the well-known fact that many 
successful inoculation experiments with variolous matter in 
cows confirmed Jenner's belief that the cow-pox of the cow 
and the smallpox of the human subject were essentially the 
same disease.* This view, temporarily upset by Chauveau, 
has lately been resuscitated.t If, therefore, vaccinia is a 
form of smallpox modified and rendered non-infectious by 
transmission through the cow, it is not unlikely that a gene- 
ralised non-infectious eruption of vaccinia may occasionally 
occur in specially susceptible subjects. 

From these considerations, and after a careful survey of 
all the recorded cases, I find a difficulty in reaching any very 
definite conclusion as to causation of the two cases I now 
recite, i. e. in deciding for or against auto-inoculation. I must 
confess, however, that I am strongly impressed with the 
analogy between such cases and inoculated variola. Some 
cases of generalised vaccinia no doubt arise from auto-inocu- 
lation, and it is difficult to exclude positively the operation of 
this cause in perhaps the majority of the recorded cases. On 

* Seaton's. article in Reynold's Sytiem of Medicine. 

t Simpion, reported Pract,, Jnly, 1892; Hine, Brit, Med. J<mm., 1892; 
King, reported Brit. Med. Joum., 1£^2, p. 1191; VariolO'Vaceine : Contrihu" 
tion d VBtude dee Bapporte qui existent enire la Variole et la Vaooine, par Ch* 
Haccine, avec notes originates de MM. les Docteurs Voigt, Fischer, et Hime 
(Bradford), Geneva and Pftris, 1892. 
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tlie other hand, the occurrence of so-called spontaneous gene- 
ralised vaccinia is, as I have pointed out, extremely probable. 
It is to elicit the experience of this Society that I have 
ventured to bring forward the two cases, which are, I think, 
not without interest. 
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XXV. — A case of Generalised Vaccinia. By T. D. 
AoLAND, M.D., and C. H. Fishee, M.D. Bead 
February 10, 1893. 

F'ACCINATION with humanised lymph forty-second remove 
from the calf Confluent eruption round the points of 
inoculation by fourteenth day. Secondary eruption over ti'unh 
and extremities. Pochs continuing to appear until the sixth 
week after vaccination. Death on forty -ninth day. Inoculation 
of mother^ s breast. 

H. J. was vaccinated when three months old with hnman- 
ised lymph stored in tabes. The vaccination was performed 
with every care by a vaccinator of long experience. The 
child had previously been in good health, and was free from 
any eruption on the skin. The lymph was obtained from a 
typically healthy child in the north of England, whose vaccina- 
tion, which was normal and without complication, was the 
forty-first remove from the calf. In five whole generations of 
vaccinees, besides two other individual cases in the direct line, 
nothing unusual was found in the course pursued by vac- 
cination, with the exception that in one case, the fourth 
remove from the subject of this report, and the forty-sixth 
from the calf, numerous supplementary vesicles formed round 
the points of inoculation. 

In three of the six co-vaccinees no result followed vaccina- 
tion, whilst in three vaccination was normal and without 
complication. 

In the case of the child under consideration, nothing was 
noted amiss on the eighth day, and three children were 
successfully vaccinated with lymph taken from its arm. 
Vaccination in all three cases was without complication. On 
the fourteenth day, when Dr. Fisher again saw the child, the 
four vesicles had coalesced and were covered with a scab, 
while innumerable small pocks had formed round the points 
of inoculation. These secondary vesicles soon became pus- 
tular, and the scab that had formed over the four vaccination 
wounds which had coalesced came away, leaving a large 
open sore. 



DESCRIPTION OP PLATE U, 
To illastrate Drs. Acland and Pisher's Case of G^eralised Yaccinia. 

The figures were drawn on the forty-third day after vaccination 
The pocks on the cheeks, lips, and forearm were about fourteen days 
old, that above the left eyebrow about fifty -six honrs. 

The sore on the upper arm measured 4 x 4i inches. The isolated 
popks measured ^ to li inches in diameter. 
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Scattered pocks commenced to form on the back of the 
head^ face^ lips^ arms^ l^gs^ and trunk; there were in all 
twenty-eight on the forty-third day, varying from one sixth 
inch to f onr inches in diameter, the latter being at the seat of 
vaccination. These pocks commenced as minute shotty 
papules rapidly becoming vesicular, spreading apparently 
by peripheral extension, and in some cases coalescing. When 
fully developed they closely resembled mature vaccination 
pocks, with semi-translucent ivory-yellow margin and a small 
central depressed scab. 

At the seat of the original confluent eruption and in two 
other places where the pocks had been rubbed by the 
clothes, one on the thigh, and the other on the abdomen, 
shallow central ulcers formed, which were covered with a 
thin layer of healthy pus, and surrounded by a raised margin 
similar in appearance to that of the smaller pocks. 

The eruption continued to make its appearance over a 
period of nearly five weeks, the last pock which formed having 
been first noticed forty-two days after vaccination. 

During the course of the child's illness Dr. Fisher did not 
note any pyrexia. The axillary glands were not inflamed or 
indurated. 

Up to the seventh week the child, although irritable and 
feeble, seemed to be doing fairly well, though it sufEered much 
from restlessness and sleeplessness, which, notwithstanding 
all treatment, increased, and the child died exhausted on the 
forty-ninth day after vaccination. 

It was not found possible to make a post-mortem examina- 
tion. 

The mother, who had not been re-vaccinated, suckled the 
child, and a pock formed on one of her breasts, which ran 
through the ordinary stages of a vaccination vesicle. It was 
not followed by any complication or constitutional disturbance. 

The previous family histyries throw no light on the case. 
There is no evidence to show that the child had been exposed 
to the infection of varicella, variola or any other contagious 
disease. 

Dr. Fisher has known the parents for thirteen years, and 
does not even suspect the presence of any syphilitic taint, and 
not one of the six vaccinifers in the direct line who have 
been examined shows any evidence of congenital or inoculated 
syphilis. 

The clinical history and the appearance of the eruption 
lead to the conclusion that the case is an unusual one of 
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months it was foand that there was but little movement in 
the hip-joint^ bat what movement there was was unaccom- 
panied by any pain. The boy was able to walk and ran with 
only the inconvenience consequent upon the limited flexion 
which the new joint permitted. The case was admitted 
under my care into Guy^s Hospital^ and was diagnosed as one 
of fracture through the epiphysial line, with the formation of 
an amphiarthrodial joint between the neck of the femur and 
the anterior inferior spine, the head having united with the 
lower and back part of the stump of the neck. The thigh 
was rotated outwards beyond the position of rest. There the 
general characters of this fracture were marked, the presence 
of which is, I believe, frequently overlooked in the young 
subject. That this is an advantage to the patient is very 
obvious, since such cases do remarkably well, and the frag- 
ments unite with a minimum of shortening if the patients are 
left at rest on their backs, since the resistance offered by the 
front of the capsule, and possibly to some extent by the rectus 
tendon, oppose the ascent of the femur and retain it in contact 
with the bone below the anterior inferior spine. 

As the patient was most anxious that an attempt should be 
made to restore to the joint its original freedom of movement 
I explored it, and found that the condition was as diagnosed, 
the head of the femur having become attached to the lower 
and back part of the neck, and taking apparently but 
little share in the transmission of superjacent weight. As 
there was obviously nothing to be done the wound was 
closed. 

The second case, a lad, G. C, aet. 9, was under my care in 
the Hospital for Sick Children. In his case the rotation of 
the femur outwards had not been so complete as in the last 
case, and there was but slight displacement of the lower frag- 
ment ; the stump of the neck had united to the upper and 
anterior part of the head. 

I have seen other similar cases, where the resulting good 
union was owing to the non-recognition of the fracture by 
the surgeon. 

The following case illustrates very well the relative merits 
of an articulation on the dorsum ilii, and an articulation 
beneath the anterior inferior spine. 

P. C, a boy nine years of age, was admitted into the 
Hospital for Sick Children under my care in September, 1892, 
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with ankylosis of the left temporo-maxillary articulation 
and a dorsal dislocation of the right hip, the latter joint being 
very loose and insecure, and during locomotion there was very 
great lordosis and deformity of the trunk. When the child 
occupied the supine position the right leg was found to be two 
inches shorter than the left, and when the erect posture was 
assumed the length of the left leg exceeded that of the right 
by three inches. 

The dislocation resulted from a fall received three years 
before, and the ankylosis of the jaw was observed for the first 
time six months after the fall. I excised the head and neck 
of the jaw on the left side, and found that the joint had been 
completely ankylosed by a depressed fracture of the zygoma, 
a traumatic arthritis having been set up. 

The head of the femur could be reduced into the acetabulum 
by flexing and adducting the thigh, but on diminishing the 
flexion of the hip-joint to any extent the head glided out of 
the cavity. 

I therefore first divided subcutaneously as much of the 
adductor muscles as I could at their pubic attachment, and 
then, making a couple of incisions over the outer part of the 
joint, cut through the tensor vaginae femoris, the greater part 
of the glutei muscles, the psoas and iliacus at their attach- 
ments to the lesser trochanter, together with the muscles in- 
serted into the upper part of the linea aspera. After dividing 
the capsule I was then able to feel the head of the bone, which 
was very much increased in breadth, so as to be mushroom- 
shaped. It articulated with a smooth surface on the dorsum 
ilii, which had no defined limit above, but below was con- 
tinuous with the acetabular cavity (see Pig. 1). It was 
obvious that upward displacement of the head of the femur 
was only opposed by the anterior part of the capsule of the 
joint. 

I forcibly rotated the shaft of the bone outwards till the 
head and neck projected forwards and inwards, instead of 
backwards and inwards as before. 

A cavity was then cut with a gouge beneath the anterior 
inferior spine and the rectus tendon, and the large mushroom- 
shaped head of the bone was shaved down to about one third 
of its bulk, till it fitted comfortably in the depression made in 
the innominate bone (see Fig. 2). A silk suture was passed 
through the two portions of the anterior part of the capsule, 
which were cut to a proper length, and through the rectus 
tendon, in order to retain the head in its place. The leg was 
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put up in a Thomas's splint in such a position of rotation that 
the inner margin of the foot formed with the vertical an 
angle of 45°. A very firm arthrodial joint developed, and 



Fig. 1. 



Fig. 2. 





allowed of very considerable flexion, extension, and abduction^ 
the movement of abduction being least marked. There was 
no movement whatever in a vertical plane; there was no 
lordosis, and the shortening only amounted to 1 inch. Weight 
was transmitted perfectly and securely through the newly- 
formed joint. 

I could illustrate by numbers of other cases the several 
points I have indicated briefly in this paper, but I feel that 
those which I have described are sufficient for my purpose. 
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XXYII. — Sequel to a case of Excision of the Head of 
the Femur and Evasion of the Hip^joint through the 
anterior incision^ and with immediate and permanent 
closure of the wound.* By Charles Barrett Lock- 
wood. Bead February 24, 1898. 

ON January 24, 1890, I showed a child whose hip-joint had 
been excised by the anterior incision, with subsequent 
repair of the wound under a single dressing. It was then 
said that the pathology of the case was not clear, and that 
without further evidence I was indisposed to attribute it to 
tuberculosis. The sequel of the case has, however, removed 
my doubts upon this point. The original operation was per- 
formed on March 13, 1889, and resulted in a freely moveable 
and very useful hip-joint. All the usual movements could be 
performed with facility, and the child walked easily and 
rapidly without any apparatus, without even a walking stick. 
He limped, however, and might be considered to have been 
about in the condition of a child with a slight congenital 
absence of the margin of the acetabulum, with some displace- 
ment of the head of the femur. Indeed, when he stood upon 
the leg there was from ^ to f of an inch of shortening, but 
this disappeared when he lay down. After living happily 
and attending school for more than two years he was attacked 
with influenza, which was followed by acute general tuber- 
culosis, of which he died on July 12, 1891; two years and 
three months after the operation. 

The hip-joint was obtained, and has been dissected.t The 
specimen fully explains the success of the operation. At first 
glance it might be supposed that the head of the femur was 
still in existence, inasmuch as the end of the neck is quite 
smooth, rounded, and shining like an articular surface. The 
interior of the acetabulum, too, is smooth, and its upper part 
united to the neck of the femur by strong fibrous bands. 
Thus the femur and acetabulum were admirably adapted for 
movement in any direction, and as they were both enclosed in 
a very strong and firm fibrous capsule the small amount of 

• Clin, Soo. Trant,^ vol. xxiii, p. 98. 

t The specimen is in the Museum of St. Bartholomew's Hospital. 
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displacement is fally explained. But although the condition 
of the joint is so satisfactory there is a small focns of caseous 
material upon the inner aspect of the ischium^ just behind the 
hip-joint. This was^ perhaps^ the original focus of disease, 
and eitplains both the arthritis, for which the operation was 
performed, and the subsequent attack of acute general 
tuberculosis. 

This is the first time that a specimen has been shown to 
exemplify the morbid anatomy of a hip-joint which has been 
treated by excision of the head of the femur with immediate 
and permanent closure of the wound, and I venture to submit 
that the result is satisfactory and encouraging. 
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XXVIII. — A note on the prognosis in cases of Sacro- 
iliac Disease. By G. H. Makins. Bead March 3, 
1893. 



NOTWITHSTANDING the interest which of late years 
has centred in cases of tubercular disease of the joints^ 
and the large amount of recent literature that has accumu- 
lated on the subject, little has been written on the sacro-iliac 
articulation, and the same sombre records still continue to 
occupy their place in the text-books of surgery as to the 
prognosis in disease of this joint. 

This is no doubt the result of the comparative rarity of the 
disease, and this has led me to bring before the notice of the 
Society a short account of three cases which have been under 
my treatment during the past five years, one in the wards of 
St. Thomas's Hospital and two in the Evelina Hospital for 
Sick Children. 

The first point to be noted in these cases is that two were 
children under five years of age, and the authorities generally 
state that the disease is rare in childhood. With the view of 
testing this general opinion I have looked through the surgical 
records of St. Thomas's Hospital for the ten years between 
1881 — 1890 inclusive. I find thirteen cases of the disease, 
the ages ranging as follows : 
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Mr. Barker,* in thirteen cases collected from the records of 
University College Hospital, found the ages to vary between 
fifteen and fifty-two, with an average of twenty-seven. 

These collations, however, contain cases of every kind of 
joint affection, particularly gonorrhoeal, puerperal, and pyssmic, 
mostly diseases of adult age, so that the probabilities are in 
favour of an even larger average percentage of cases of 
tubercular disease in childhood. 

As to the rarity of the disease, in the same decade at 
St. Thomas's Hospital I find 1622 cases of joint disease of all 
kinds were under treatment as in-patients, the distribution 
being as follows : 
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Thus the relative frequency of eacro-iliac disease to that, of 
all other joints appears as 8 per cent. 

This, however, bears no actual relation to the whole 
number of cases of joint disease treated at the hospital, since 
the large number treated as out-patients is not included. 

Mr. Barker'st thirteen cases were also the whole number 
met with at University College Hospital in the same period of 
time, and Mr. MarshJ states that only three or four were met 
with among 1000 cases applying for treatment at the Alex- 
andra Hospital for diseases of the hip. 

All three of the cases under consideration were males, but 
numbers seem to show that the disease occurs fairly evenly in 
either sex. Thus : 
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Total ... 83 41 >42 

It must be borne in mind, however, that these statistics 
include diseases of all kinds ; the puerperal cases alone may 

* Holmes* System, vol. ii, p. 897. f Loc. cit. 

{ Diseases of Joints, p. 361. 
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make a considerable difference^ and hence tabercniar cases 
may be more common in males. 

I have made a short resume of the prognosis assigned to 
this disease in the various text-books. 

Mr. Brichsen* says^ " The prognosis is always most unfavor- 
able. I am not prepared to say that it is of necessity fatal^ 
but I have never seen a patient recover after the full develop- 
ment of the disease, and after suppuration has set in." Two 
cases of recovery are, however, quoted (Sir B. Brodie and 
Mr. Golding-Bird). 

Mr. Gantt says, " The course is most unfavorable, the ter- 
mination being nearly always fatal" (Sir B. Brodie^s case also 
quoted). 

Nelaton % gives a better prognosis. He says, " Happily the 
disease has not always so f unest a termination ; it sometimes 
heals, leaving little trace, at other times leaving deformity or 
anchylosis." 

Professor Hahn,§ in a paper on the subject, styles the 
affection a " fatal disease." 

Mr. Barker || says, " Recoveries are in the long run rare, 
so far as we know." 

Mr. Marsh If says, ^' If the diagnosis is made early, and rest 
is at once secured, the disease will undoubtedly subside, and 
recovery will ensue ; but when caries of the bones has taken 
place the disease has entered a very intractable stage : with 
rest and free drainage recovery may still ensue, but the pro- 
bability is against this." 

Mr. MouUin ** says, " The prognosis is always unfa- 
vorable, but so long as caseation does not occur it is by no 
means hopeless. A large amount of bone may be removed by 
fungating caries, and cicatrisation follow, leaving even a cer- 
tain degree of deformity, without of necessity suppuration ever 
taking place. If, however, caseation and liquefaction do 
make their appearance, the prospect of recovery is m jre than 
doubtful. In only one case (Hilton^s) is recovery known to 
have taken place without operation after suppuration had 
occurred." 

Mr. Warrington Haward tt also expresses a bad prog- 
nosis. 

* Ericlisen, 9th ed., vol. ii, p. 456. 

t Gant, Science and Practice of Surgery ^ vol. ii, 2nd ed., p. 826. 
X Nelaton, Pathologie chirurgicale, vol. ii, 2nd ed., p. 813. 
§ Allg, mecUn, Zeitung, Oct., 1883. 

II Holmes* System, vol. ii, p. 398. If Diseases of Joints, p. 366. 

** Moullin, Surgery, p. 678. ff Heath's Dictionary, voU ii. 

VOL. XXVI, 9 
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Treatment. — As to the result of treatment, again the autho- 
rities hold out small prospect of advantage. Until the eighth 
edition of Erichsen^s Surgery the dictum " No operative treat- 
ment is admissible'' appeared; in the ninth edition a case of 
trephining of the joint by Mr. Qolding-Bird is quoted. 

Mr. Gant says, " Removal of the diseased articular surfaces 
by excision is of course out of the question." 

Hueter,* in his work on the joints, recommends incision 
and scraping, but not, however, in very warm terras. He 
says, " Still such operations are well borne, and if they lead 
to little good in some cases, yet they do no harm." 

Mr. Marsht recommends rest and the actual cautery in the 
early stages ; in the later stages, when caries is established, 
he says, ^^ Nor can any operative treatment be depended on to 
do material good generally, although the surgeon is induced 
to operate frequently; and although on each occasion he 
removes carious fragments, he fails to secure repair. Synovial 
cases, treated by gouging and laying open of sinuses, may heal 
soundly." (One case, in a female set. 32, is quoted as 
so treated by himself, and she was able to return to her 
household work in four months.) 

Dr. PooreJ says the question of removal of bone has been 
queried, but it should be done ; and Mr. Moullin§ recommends 
scraping, &c., but says it should not be done if there is 
evidence of phthisis or tubercular disease elsewhere. 

I will now advert to the special features of the cases I 
relate, in so far as the prognosis is affected by them. 

It is noteworthy that two cases in such a small number 
occurred in children, and this I think must be regarded as Sr 
favorable prognostic point, since in the case of all other joints 
we know treatment of the nature adopted is likely to give 
good results. Again, in the case of this joint especially, the 
light weight of the trunk must be a matter of the first im- 
portance in obtaining a permanent result. 

As to the origin of the disease, in all three the bones were 
the parts primarily affected ; and this I think is likely to be 
usually the case when the limited extent of the synovial cavity 
is borne in mind. In two of the cases the mischief consisted 
in ostitis and caries, both sacrum and ilium being affected. 
In No. 3 distinct sequestra were removed from the ilium, and 

• Klinik der OeUnk KranJeheiten, Auf. H, p. 17. 

f Loc. cit., p. 360. 

X American Joum, of the Med. Sciences. 

§ Loc. cit., p. 678. 
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the sacrum was unaffected ; this child was also the subject of 
cervical caries. 

As to the stage of the disease^ in all three suppuration had 
occurred. In the adult case^ however, there was no abscess 
at the time of operation, and this no doubt contributed to the 
success of the treatment. In both the other cases abscesses 
were present, and the removed granulations were caseating; 
but here an important point is to be noted ; both the abscesses 
presented externally, and neither burrowed deeply into the 
pelvis. It is generally considered that for the abscess to 
point at the posterior aspect is unfavorable in so far that 
it indicates more or less destruction of an important bond 
of union — that afforded by the strong posterior ligaments. 
On the other hand, however, such abscesses are less intricate 
and more readily thoroughly healed by erasion than those 
extending into the pelvis ; and hence this must, I think, be 
considered an all-important point in the probable success of 
an arthrectomy or an arthrotomy with erasion of this articula- 
tion. As to the weakening due to destruction of the poste- 
rior ligaments, this is of comparatively little moment, as a cure 
here is probably only to be effected by firm anchylosis. The 
result obtained in these cases is supported by the experience 
gained in Trendelenburg's operation for ectopion vesicae, 
where the division of the posterior smd inter-osseous ligaments 
in children does not seem to have been followed by any marked 
weakness in maintaining the erect position. . 

In the adult case the progress of healing was slow, extend- 
ing over a period of ten months, and was unfortunately com- 
plicated by an anchylosis of the hip, which I was unwilling to 
meddle with, since he could walk fairly, and any attempt at 
forcible treatment might have resulted in injury to the healed 
Bacro-iliac joint. 

Case No. 2 left with a discharging sinus, and I have been 
unable to trace him, but he walked well. 

Case 3 I have had under constant observation, and the 
joint is still healed and sound. The cervical caries is appa- 
rently quiescent, or at any rate not progressing rapidly. 

With regard to the method of treatment adopted, I have 
little to say as to the two children ; it differed in no way from 
that usually adopted in the case of other articulations affected 
by tubercular disease. In the case of the adult I adopted 
the method which has been described by Mr. Mayo Collier, 
and I believe performed by Mr. Golding-Bird and other 
surgeons. Its advantages are sufficiently obvious, since it 
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leaves the ligamentous structures of the joint practically 
untouched^ while free access is afforded to the cavity of the 
articulation. 

The sole object of the present communication is to render 
prominent the fact that the prognosis — perhaps particularly 
in children-— is better than is generally stated^ and to urge 
that the treatment of disease of this articulation should run 
on exactly the same lines as does that of disease of the joints 
in general^ since cures may undoubtedly be effected, even 
when the disease has reached a fairly advanced stage. 

Case 1. — William M., ast. 25, carpenter. Always had good 
health until six years ago. No evidence in family history of 
tubercular diathesis. 

Six years ago an abscess formed spontaneously over the 
dorsum ilii. He was then under treatment at the Sussex County 
Hospital, and left cured. Subsequently he returned to work, 
and was well until nine months ago, when he was seized with 
severe pain in the right hip, accompanied with weakness, and 
he has since been unable to work. 

On admission, July 18, 1888. — Complains of pain in right 
hip, and shooting up thigh from knee in line of sciatic nerve. 
Can only turn in bed with great difficulty. 

A large scar exists over the ilium just external to the right 
sacro-iliac joint. Pain is caused by pressure on trochanter, 
or on compression of the iliac crests. The right anterior 
superior spine is raised and tilted somewhat forwards, causing 
an apparent hollowing in the groin ; the hip is slightly flexed 
and adducted, giving rise to lordosis when the patient lies on 
his back. There is no difference in measurement between 
the two limbs. Careful movement of the hip causes no pain. 
The limb is considerably wasted, the girth of the right thigh 
measuring one inch less than the left. There is impulse on 
coughing over both the sciatic notches, and this is especially 
well marked on the right side. Rectal examination reveals 
no fulness within the pelvis. The patient remained in much 
the same condition, suffering very considerable pain, espe- 
cially of a neuralgic character, in the course of the sciatic 
nerve, and it was decided to explore the sacro-iliac joint. 

August 27. — A crucial incision, involving the old cicatrix, 
was made over the upper and posterior part of the ilium; the 
bone was exposed, and there was evidence of subperiosteal 
thickening. A three-quarter inch trephine was . applied one 
and a half inches before and below the posterior superior 
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spine, and the sacro-iliac joint opened ; the joint-cleft was not 
wide^ but granulations existed throughout tne synchondrosis^ 
and were removed with a Yolkmann's spoon ; the sacrum was 
found to be soft and carious^ and a pit three quarters of an 
inch deep was scooped out of it : there was no pus met with 
or well-marked caseating tissue. A drain was introduced, 
and the wound dressed with perchloride of mercury gauze. 
A plaster-of-Paris spica and a long outside splint were then 
applied to the limb. The pelvis was carefully explored again 
with a view to detecting a pelvic abscess, but nothing was 
discovered. 

The wound did perfectly well, but the drain was retained 
three weeks on account of the deep pit in the bones. There 
was never any rise in temperature, and the patient complained 
little of pain. 

On October 9 the sinus still required dressing, but the 
patient was so much improved that the splints were discon- 
tinued. It was then found that he could turn over in bed 
without much difficulty, but he still complained of the neu- 
ralgic pain at times, and both his right hip and knee were 
very stiff. 

The sinus proved a chronic one, and did not heal until 
April, 1889 ; for three months prior to this date, however, he 
was up daily in a wheel-chair, his principal trouble consisting 
in stiffness of the right hip-joint. He then left the hospital 
and went to Margate for three months. On his return I 
saw him, and he was able to walk with a stick and a high 
boot, but the hip-joint was firmly anchylosed in a sHghtly 
flexed position. The wound had remained closed, and a thick 
somewhat depressed cicatrix existed over the site of the 
trephine opening. 



Case 2. — Nyman K., male,* set. S-j^ ; admitted into the Eve- 
lina Hospital on April 24, 1890. Family history good. The boy 
enjoyed good health until ten months ago, when he was run 
over. Since then he has been '^ delicate,'' and complained of 
pain in the right lower limb. A swelluig was noticed over 
the joint one month prior to admission. He was walking 
daily until brought to the hospital, but was restless at night. 

On admission. — Well nourished ; walks with a limp. A 
large abscess exists over left sacro-iliac joint. There is no 
sign of spinal caries, and the movements of the hip-joint are 
free. Pain is caused by pressing the ilia together, and this 
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is still more marked on attempting to separate the anterior 
superior spines. 

Two days after admission the abscess was aspirated; it 
rapidly refilled, and a week later chloroform was given, 
and the joint was freely opened by a posterior incision. 
About one ounce of pus was evacuated, and the tip of the 
little finger could be readily passed into the joint-cleft. The 
joint and abscess cavities were scraped freely ; fragments of 
bone and cartilage and abundant caseating granulations were 
removed. The wound was then sutured and dressed with 
bicyanide dressings. No rise of temperature followed, and 
on the seventh day the wound was dressed and the sutures 
removed, as primary union was complete. 

He remained in the hospital six weeks, and was then dis- 
charged, with a long Sayre's jacket applied. One month 
later he returned ; the jacket was filthy, and when removed 
the wound was found to have broken down. He was then 
sent to a convalescent home, where he remained for two 
months; but as the sinus persisted, he was readmitted in 
October, and the sinus was thoroughly scraped. It healed 
completely in fourteen days, and he was again discharged 
with a plaster-of-Paris belt. He had no pain or tenderness, 
and walked well. The sinus, however, reopened a few weeks 
later, and remained in statu quo during the next two months. 
Since then I have been unable to trace him. 

Case 3. — A. J., male, 8Bt. 3 ; admitted April, 1891. 

Consumption in father's family. Has suffered with signs 
of cervical caries for eighteen months. 

A swelling has been noticed in the right loin during the 
last seven months, but the boy has not complained of pain 
until the last fortnight, during which time the swelling has 
increased rapidly. He has been able to stand and walk 
throughout. Sleeps well. 

On admission^ a delicate-looking boy ; complains of pain 
in the back of the head and behind ears Holds head stiffly, 
and frequently supports it with his hands. Moderate move- 
ments or pressure on head causes little pain. 

A fluctuating swelling the size of a hen's egg is situated 
over the posterior extremity of the iliac crest. There is no 
impulse on coughing. There is no pain on manipulation of 
either hip-joint or pelvis, but the abscess is tender. No sign 
of any visceral disease. 

One week after admission chloroform was administered 
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and the abscess opened by a vertical incision. Half an ounce 
of pus was evacuated, and several sequestra were found lying 
loose, and corresponding to the posterior part of the ilium. 
These were removed, and some carious bone and Oaseating 
granulations were scraped away* The wound was closed and 
dressed with bicyanide gauze. 

Five days later the wound was dressed^ and an opening 
was made to allow the escape of some pus which had 
reaccumulated. 

On the seventh day the sutures were removed, and a 
small quantity of pus was let out. 

A fortnight later the wound was firmly healed, and he was 
discharged cured with a long leather jacket from pelvis to 
shoulders, and a head support. 

Six months later he could walk, run, and jump without 
pain, and the wound was firm and strong. 

The boy is still under treatment for the cervical caries, 
which now seems stationary. 
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XXIX. — LymphO'Sa/rcoma of Tonsil: removal by external 
incision^ with pi^eliTh/inary ligature of the external 
Carotid Artery. By Raymond Johnson, M.B., B.S. 
Bead March 3, 1893. 

SABAH L.; a married woman €et. 53 years, was admitted 
into the Great Northern Hospital under my care on June 
13, 1892. She first began to experience slight soreness in 
the throat and difficulty in swallowing shortly before Christ- 
mas, 1891. In April, 1892, the throat trouble was so slight, 
that the patient only incidentally mentioned it to a medical 
man, whom she had consulted for some other trivial ailment. 
The duration of the glandular enlargement in the left side of 
the neck was doubtful. 

On admission the patient was very thin, and her appearance 
confirmed her statement that she had lost much fiesh lately. 
Her speech and deglutition were very difficult. The position 
of the left tonsil was occupied by an oval tumour, its longer 
vertical diameter measuring IJ inches. The surface was very 
irregular, and formed of stunted papillary projections, which 
seemed to be superficially ulcerated. The outline of the 
growth was well defined and surrounded by a ridge of mucous 
membrane, which was firm and evidently infiltrated. The 
other parts of the mouth and pharynx appeared to be normal. 
Below and behind the angle of the jaw on the left side of the 
neck was a visible swelling, due to a mass of enlarged glands. 
The glands were soft in consistence, and were not adherent to 
one another or to the surrounding parts. Other smaller 
glands, similar in character, lay along the posterior border of 
the sterno-mastoid. 

There were no signs of disease in any other part of the 
body. 

The case was obviously one of malignant disease of the 
left tonsil, with somewhat extensive deposit in the lymphatic 
glands of the neck. The characters of the primary growth 
and of the glandular enlargement supported the view that the 
case was one of Ijrmpho-sarcoma. The question of the 
advisability of operation presented itself. 
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The primary growth was so circumscribed that the case 
seemed so far a favorable one. The extent of the glandular 
infection was the unfavorable element, but it did not seem 
to me sufficient to centra-indicate operative interference. 
After consultation with my colleague, Mr. Herbert Allingham, 
it was decided to remove the primary growth and the affected 
glands through an incision in the neck, and, as a preliminary 
step in the operation, to apply a ligature to the external carotid 
artery. Accordingly on June 20 the patient was anaesthetised 
with chloroform administered by Junker's apparatus. A 
slightly curved incision was made from below the lobule of 
the left ear to a point on a level with the hyoid bone. 
Further room was obtained by subsequently carrying a short 
incision downwards along the anterior border of the stemo- 
mastoid to the extent of an inch. After dividing the deep 
fascia in the whole length of the incision, several soft glands 
were very easily shelled out. The external carotid artery was 
now exposed in the lower end of the wound, and a silk ligature 
was applied to it below the origin of the lingual. The next 
step in the operation consisted in separating the parotid 
and submaxillary salivary glands, and turning them respec- 
tively upwards and downwards. The wall of the pharynx 
was thus exposed, and by means of the finger and a director 
the structures lying on it were turned backwards and held in 
a retractor. They included the internal carotid artery, jugular 
vein, and glosso-pharyngeal nerve, the vein being the only 
one actually seen. A free exposure of the lateral wall of the 
pharynx was thus obtained. The mouth was now opened 
with a gag, and Mr. Allingham, who kindly assisted me, 
made the last part of the operation easy by firmly pushing the 
tumour outwards with a finger in the mouth. The wall of 
the pharynx was snipped through with scissors above the 
upper border of the growth, and then completely around it 
until it was removed. Examination showed that the section 
had been made well beyond the outline of the growth except 
below, and here an additional strip of the wall of the pharynx 
was therefore cut away. The bleeding was altogether trivial, 
and so little blood entered the throat that scarcely any 
sponging was necessary. At an early part of the operation a 
small tributary of the internal jugular vein was divided close 
to the main trunk and gave some trouble, but was eventually 
secured and tied with fine silk. 

The whole wound was thoroughly sponged with 1 in 500 
sublimate solution, and powdered with iodoform. No attempt 
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was made to close the opening in the wall of the pharynx. 
The edges of the skin incision were adjusted with silk sutures 
and a drainage-tube inserted into the lower angle. The 
dressing consisted of alembroth gauze and wool. 

The patient stood the operation well. For two days rectal 
feeding was adopted, and afterwards liquid food was given 
through a tube attached to a feeder, and passed to the back 
of the throat. The mouth was frequently washed out with 
Condy^s fluid. 

The drainage-tube was removed on the second day. At 
the next dressing half an ounce of offensive pus was evacuated 
from the lower end of the wound. 

This accident no doubt arose from premature removal of 
the drainage-tube, and the consequent collection of fluids 
from the mouth in the deep part of the wound. On the 
seventh day healing was complete, except in the position of 
the tube. 

Transient paresis of the lower part of the face on the left 
side and of the left half of the tongue followed the operation* 

On July 14 the enlarged glands behind the sterno- 
mastoid were removed by a free incision along the posterior 
border of the muscle. They were soft, pinkish white in colour, 
and easily shelled out. 

The patient left the hospital on July 23. There were no 
signs of recurrence. The parts removed by operation con- 
sisted of the primary growth and numerous diseased lymphatic 
glands. The former was oval in shape, measuring 1^ inches 
by ^ inch ; the surface was formed of stunted papillary pro- 
cesses, rising to a height of f inch above the surrounding 
mucous membrane. The growth presented the typical micro- 
scopic structure of a lympho-sarcoma. The largest of the 
glands removed exceeded an inch in length ; all were soft in 
consistence, pinkish white in colour, and presented a micro- 
scopic structure similar to that of the primary growth. 

Numerous cases are on record in which lympho-sarcomata 
of the tonsil have been easily enucleated from the mouth after 
division of the mucous membrane with the cautery. The pos- 
sibility of this method depends upon the fact that these 
tumours show a peculiar tendency to remain encapsuled, even 
whilst they infiltrate the surrounding parts. The absence of 
recurrence in situ has, in some such cases, indicated that the 
removal has been complete. It seemed to me, however, that 
this object was more likely to be attained by attacking the 
growth from outside rather than from within the mouth. The 
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procedure adopted resembles in principle Kocher's operation 
for removal of the tongue : through one incision the glands 
are removed, the supplying artery ligatured, and finally the 
primary growth excised. The ligature of the external carotid 
artery adds very little to the severity of the operation, and 
by so doing we are freed from the necessity of performing a 
preliminary tracheotomy, and are enabled to quietly remove 
the growth with scissors, a method far preferable to the use 
of the cautery. The incision used in this case resembles that 
employed by Oheever {Boston Med, and Surg. Journal, 1871, 
vol. i, p. 390) and Golding-Bird {Clin. 8oc. Trans., vol. xvi) ; 
but I was able to dispense with the second incision used in 
each of these cases, — ^in one along the horizontal ramus of the 
jaw, and in the other from the angle of the mouth to the angle 
of the jaw. Ample room was obtained, and it was found quite 
unnecessary to resort to the division or partial resection of 
the jaw practised by Langenbeck, Mickulicz, and Czerny. 
The prognosis in cases of malignant disease of the tonsil, be 
it sarcomatous or epitheliomatous, is most grave. Thus Mr. 
Grolding-Bird, in his remarks upon the case above referred 
to, says, '^I am inclined to think the plan adopted in my 
second case referred to — namely, feeding by a soft oesophagus 
tube, with the alternative eventually of performing gastro- 
stomy — more likely to meet all the real requirements of these 
cases, unless seen so early that there can be no suspicion of 
the growth having extended beyond the tonsil, nor of having 
invaded the lymphatic system except to a very limited and 
remediable extent." 

Mr. Butlin finds that of twenty- three operations for malig- 
nant disease of the tonsil three died from the operation, three 
were lost sight of, ten died from rapid recurrence, and four 
from later recurrence ; three were alive at periods of four, 
twelve, and twenty-four months after the operation. 

The patient was exhibited eight months after the operation. 
She was in good general health, and free from recurrence in 
the mouth, although the right tonsil was now considerably 
enlarged, and there were some slightly enlarged glands in 
each side of the neck. 
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XXX. — Intestinal Obstruction of six weeks^ duration : 
inguinal colotomy : removal of malignant growth 
from the inguinal incision : recovery. By Heebeet 
Allingham. Bead March 8, 1893. 

IN October, 1892, I saw Mrs. S — , 8Bt. 54, in consultation 
with Dr. William Neale. The patient gave the following 
history, — she had always been subject to constipation^ this 
haying been most obstinate the last year. About six weeks 
prior to our seeing her the bowels ceased to act, and had for 
a month before only acted with difficulty and after taking 
powerful purgatives. Her doctor in the country administered 
enemata and purgatives, but without avail, only a little flatus 
at times passing, and on one occasion a little liquid motion* 
She had never passed blood or slime. When I saw her with Dr. 
Neale she had rather an '^ abdominal " aspect. Tongue dirty 
and slightly dry. The last few days she had vomited at times. 
Pulse was rapid and small. Abdomen greatly distended, not 
tender, tympanitic in front, dull in the loins. No growth was 
to be felt. Examination per rectum revealed nothing. No 
ballooning or obstruction to be made out. Operation was 
decided upon at once ; from the length of time of the obstruc- 
tion it was thought the stricture must be low down in the 
large intestine, so it was agreed to make an incision in the 
left inguinal region to examine the colon, and if found dis- 
tended to open it there. 

An incision 3 inches long was made about an inch inside 
the left antero-superior spine of the ilium, the peritoneal 
cavity opened, and the large intestine found distended. The 
gut was pulled up to the inguinal opening, and on inserting 
my hand (the abdominal incision being slightly enlarged) 
into the peritoneal cavity a mass was felt down in Douglas's 
pouch ; this I seized and brought to the inguinal opening, and 
discovered to be a malignant growth in the sigmoid flexure. 
The growth and about 14 inches of the gut were pulled 
through the inguinal incision. The parietal peritoneum was 
stitched to the skin all around the abdominal incision, and 
then the large mass of sigmoid and the growth was forced 
outside the belly wall. I then proceeded to open the gut 
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above tlie cancerous mass^ bat, to our surprise, no faeces came 
away. I accordingly then opened the intestine below the 
malignant mass^ and faeces at once were discharged. A Paul's 
drainage-tube was then inserted^ and for three days faeces 
were discharged through this into a basin under the bed. 
After three days the tube was removed, being no longer 
required, as by that time any communication with the 
abdominal cavity was completely blocked off by lymph, and 
there was no fear of faeces leaking into the peritoneal cavity. 

The abdomen rapidly diminished in size, and on the tenth 
day after the operation chloroform was again given, and my 
spiked clamp applied to the base of the protruding sigmoid. 

The mass of gut and cancer was then cut away, the 
clamp being left on. The mass removed weighed lOJ oz. 
The clamp was left on thirty-six hours. Once in that period, a^ 
the stump contracted, there was a little oozing, necessitating 
the clamp being screwed up more tightly. At the end of 
thirty-six hours the clamp was removed ; no bleeding what- 
ever occurred. 

In a week a small slough, caused by the clamp, came 
away, and in about a month's time the patient was quite 
recovered, the bowels acting daily from the opening in the 
inguinal region. I have to thank Dr. Neale most sincerely 
for the kind help he gave me in bringing the operation to a 
successful issue. 

As this case is full of interesting points, I will tabulate 
them. 

1. The length of the obstruction — six weeks. 

2. Bringing the malignant growth through the inguinal 
opening outside the belly, and fixing it there. 

3. The curious fact that I first opened the gut on the 
apparent proximal side of the growth, and no faeces were dis- 
charged, but on opeiiing the gut on the apparently distal side 
of the growth, motion poured out ; thus showing that when 
the growth and sigmoid flexure were pulled into the inguinal 
wound the gut was twisted one half-turn on itself, and so 
sutured to the opening. 

4. The use of Paul's tube, and the great advantage of it 
in that no faeces flowed over the wounds until all communi- 
cation with the peritoneal cavity was shut ofiE by lymph. 

5. The usefulness of my spiked clamp, and the amount of gut 
and cancer removed without haemorrhage. 

6. No prolapse of gut after the operation — a good sign, 
and the fact that the bowels acted irom the lower of the 
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two orifices in the inguinal region^ the reasons for which 
have been ahready explained. 

It may be asked why the growth was not removed at the 
first operation^ and the ends of the bowel sutured together 
and returned into the abdomen. My reply is that the intes- 
tine was too distended to allow of this being done ; and again, 
the patient was too ill to stand a lengthy operation. Moreover, 
from the great distension, I felt sure the suture would not 
hold, and there would have been some leaking of faaces into 
the peritoneal cavity. 
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XXXI. — Two exceptional cases of Peripheral Neuritis^ 
one septicsemio^ the other due to lead^ and present- 
ing unilateral faucial paralysis and other rare 
symptoms. By W. Hale White, M.D. Bead 
March 24, 1893. 

CASE 1. Septicsemic neuritis. — Stephen 0., aet. 33, admitted 
into Stephen Ward, Guy^s Hospital, under my care, 
November 21, 1892. (Clinical clerk, Mr. G. S. Hovenden.) 

The family history is unimportant. Four years ago he was 
laid up for six weeks with rheumatic fever. He got quite 
well after it, and he does not know that his heart was affected. 
Three weeks ago he noticed that his feet were swollen, and 
that he could not get his boots on. This swelling increased, 
and three days ago, when he got up in the morning, he 
noticed that there was a small ulcer on the middle part of 
the left leg, and rather to the inner side of the anterior 
border of the tibia. 

On admission. — Temp. 100'4°, pulse 124, resp. 25. 

Both legs are extremely swollen, and pit on pressure. The 
oedema extends up the thighs and over the lumbar cushion, 
but there is none of the face or arms. The left leg is more 
swollen than the right, and in the position just indicated 
there is an unhealthy-looking ulcer 4 inches in diameter. For 
an inch round the ulcer the skin is of a dirty blue colour, and 
beyond that there is a red areola, over which the skin is 
glossy. On the right leg there are several patches covered 
with scales, and one on the outer side has already begun 
to break down and form an ulcer. There are no enlarged 
glands in the groins. 

In the position of the apex of the heart there is a loud 
blowing systolic murmur conducted into the axilla ; the posi- 
tion of the cardiac apex cannot be defined. The rest of the 
body appears healthy. The diagnosis made was mitral regur- 
gitation and septicaemia from the ulcers on the oedematous leg. 

November 22.— Morning temp. 100*2°, evening 102-8°. 

November 23.— Morning temp. 102*4°, evening 103-8°. The 
ulcer is still very unhealthy-looking, and it has spread, espe- 
cially backwards on the inner side. The skin below it, particu- 
larly over the internal malleolus, is very red and inflamed. In 
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the afternoon^ for the first time^ the patient noticed that he 
CO aid not bend his hands^ and on examination it was found 
that he had wrist-drop on both sides, with great weakness of 
grasp, but no loss of sensation. 

November 24. — Morning temp. 100'2®, evening temp. 103°. 
The wrist-drop is more marked to-day. It is worse on the 
right side than on the left. On the right side the whole arm is 
weak, but extension of the elbow, of the wrist, and pronation 
are entirely lost. Supination and flexion of the fingers are 
both weak. Flexion of the elbow is the strongest movement. 
There is no loss of sensation nor pain on pressure. The ulcer 
on the leg, which has been treated with hot boracic lint 
and iodoform, is still foul. 

November 25. — Morning temp. 101'6°, evening temp. 102°. 
The following movements of the upper extremity are 
affected : 



Bight hand : flexion of fingers weak, 
wrist : flexion weak. 

„ extension paralysed, 
supination weak, 
pronation paralysed, 
elbow : flexion weak. 

„ extension very weak, 
shoulder : adduction weak, 
abduction weak, 
extension weak. 
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Left hand : flexion of fingers weak, 
wrist: fiexion weak. 

„ extension paralysed, 
supination weak, 
pronation paralysed, 
elbow : flexion weak. 

„ extension weak, 
shoulder: adduction fairly strong, 
abduction fairly strong, 
extension weak. 



» 
» 






The supinator longus on both sides is paralysed. 

There is no loss of sensation, but there is tenderness on 
pressure over the muscles of the forearm and hand on both 
sides, and some over the ulnar and musculo*spiral nerves. The 
ulcer on the left leg is larger and looks very angry ; the foot is 
swollen, and the skin over it is red and glossy. The ulcer on 
the right leg has healed. 

November 26. — Morning temp. 101°; evening temp. 
102*4°. The ulcer on the left leg is still larger ; otherwise 
the patient^s condition is unchanged. 

After a consultation with Dr. F. Taylor and Mr. Lane, it 
was decided that, as the ulcer was spreading very rapidly and 
had nearly reached the knee and the ankle, it was necessary 
to amputate the leg. The patient was accordingly transferred 
to a surgical ward. The paralysis remained as in the last 
note, but the tenderness of the muscles increased. 

December 5. — The stump is healing slowly. There are 
no fresh developments of paralysis, but the parts already 
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paralysed are even weaker. The tenderness of the muscles 
of the forearm is very marked. There is no perversion of 
sensation. 

February 17. — Patient left the hospital to-day. The 
wound had healed, and the grip of the hands, which during 
the last few weeks has been increasing, was almost normal., 

As this neuritis supervened while the patient was sufEer- 
iug from the extremely unhealthy ulceration of the leg, there 
can, I think, be no doubt but that it was septicasmic. Such 
cases are rare, but references to others will be found men- 
tioned in Gowers* Diseases of the Nervous System, 2nd edit., 
vol. i. Some have also been recorded by Ross and Bury in 
their Treatise on Peripheral Neuritis, p. 291. It is interesting 
to observe that the present case did not show the interval of 
two or three weeks between the septiceemia and the onset of 
the neuritis, which has often been observed. 

Case 2. Unusual form of saturnine peripheral neuritis. — 
Ed. Gr., set. 45, admitted into Stephen Ward under my care, 
November 20, 1890, for colic and pain in the limbs. (Clinical 
Clerk, Mr. H. B. Durham.) 

From October 8 to October 14, 1889, he was in John 
Ward under Dr. Pavy for colic, giddiness, constipation and 
vomiting, cramp in the right hand and left leg and foot, and 
weakness of right wrist. He then had a faint blue line. He 
had been painting for a month. 

Thirteen years ago he worked in lead for two years, had 
colic twice, and then gave up the work. He had rheumatic 
fever at the age of twenty-three, and for three years after 
had palpitation of the heart. No gout. 

Since his leaving the hospital he has worked in lead, and 
for the last two months in white-lead works. Three weeks 
ago he had an attack of colic and vomiting for three days, 
after which he felt quite well. 

He felt queer on November 19. On November 20 he was 
taken suddenly ill with very acute pains, both in his limbs 
and his body, and especially in the lower part of the spine. 

On admission, — Is of a pale ashy colour, with grey hair. 
He is suffering from great pain in the abdomen and limbs, 
which is so severe that it is unadvisable to make a very 
minute examination, but the following points are noteworthy : 

Sensation. — There is severe pain across the umbilicus and 
in the loins, running down to the anus and the testicles. 

There is pain in the limbs of an acute aching character^ 
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referred chiefly to the ankles, knees^ shoulders, and wrists — 
the left wrist is slightly swollen. The left arm and leg are 
more affected than the right. 

In the arm the pain is most intense along the musculo- 
spinal nerves^ extending especially to the thumb and index' 
fingers in the left hand| and the middle and ring fingers in 
the right. Slight pressure on the muscalo-spiral and extensor 
muscles of the forearms causes severe pain^ that on the ulnar 
nerve causes less pain. In the lower extremities the pain is 
most acute along the external popliteal nerves and over the 
peronei and tibialis anticus muscles^ which are themselves 
very painful and tender to the touch. Slight pressure on the 
external popliteal nerves causes severe pain in the heel and 
the two outer toes. The quadriceps muscles are also tender 
and painful. 

Motion, — He has marked wrist-drop, and cannot raise the 
hand by the extensors, and can only extend the fingers very 
slightly. The flexors are also very weak. Supination is 
normal. The supinator longus and the extensor ossis meta- 
carpi pollicis muscles are not affected. 

The entire leg can hardly be raised from the bed. The 
knees being supported, the legs cannot be extended on the 
thigh. The flexion of both ankles is weak. The feet 
remain in a slightly extended position. The knee-jerks are 
lively. 

The pupils are equal, the reaction is normal; both the 
optic discs are swollen, slightly blurred, and the vessels are 
a little obscured. 

The larynx cannot be satisfactorily seen because of the 
want of tone in the epiglottis, but the patient's voice is very 
suggestive of some paresis. There is occcipital headache. 

The heart, lungs, and urine are all normal. Pulse 60; 
temp. 98-4°. 

There is a blue line on the gums, otherwise the mouth 
and palate are normal. There is vomiting after food, and the 
bowels are constipated. 

Treatment, — Opium and belladonna pills thrice a day. 
Castor oil ^j, with Tinctura Opii Tn.xv, at once. Ten-grain 
doses of iodide of potassium thrice a day. Lotio Spiritiis to 
the arms and legs. The pain made a subcutaneous injection 
of gr. \ of morphia necessary, and this had to be continued 
daily for several days. 

November 23. — He is rather better; there is less pain 
and tenderness, and the wrist can be a little better extended. 
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The blurring and swelling of the optic discs has quite disap^ 
peared. The vomitings constipation^ and headache continue. 
The urine gives a slight darkening with sulphide of ammonia. 

November 25. — Bowels slightly opened. The abdominal 
pain is better. The limbs are free from pain^ but still 
tender. 

November 26. — Bowels well opened. Abdominal pain 
better. There is extreme tenderness of the left gastroc- 
nemius (this was not previously affected), and there is hardly 
any power of extension of the left foot, but this movement is 
vigorous on the other side. Both plantar reflexes are very 
lively, and the knee-jerks are active. The other muscles, 
which were previously tender, are still so. The feet are cold 
and numb. Up to this time the urine has given a distinct 
darkening with ammonium sulphide, after this date it did not. 

November 27. — When the joints are moved there is con- 
siderable pain in the extensors of the arms. The metatarso- 
phalangeal joint in each toe is painful, and acutely so on 
passive movement. The left knee-jerk is more marked than 
the right. Both temporo-maxillary joints are very painful 
and tender, and there is pain radiating along the auriculo- 
temporal nerves. 

November 29. — The pain and tenderness in the temporo- 
maxillary articulations is better. Both shoulder-joints are 
painful, especially the right. A creak can be felt in the left 
on passive movement. The tenderness of the musculo-spirals 
and arms is better. The left gastrocnemius and left external 
popliteal nerves are still tender. The knee-joints are painful, 
and there is marked grating in the left. 

December 1. — He complains of numbness of the fore- 
arms, especially the left, where it is found to correspond in 
distribution to the posterior and external branches of the 
musculo- spiral and the radial nerves, extending over the back 
of the throat and index fingers and over the radial half of the 
back of the middle finger. The skin over the deltoid is also 
numb. There is very slight numbness over the same nerves 
in the right arm, but it is too slight to localise exactly. 
There are some signs of bronchitis. 

Electrical examination. — All the muscles tested acted nor- 
mally to faradism. They also acted normally to galvanism, 
except that the flexors of the left forearm gave the reaction 
KOO > KOO > AOC > ACC. The KCO reactions were 
generally elicited with a current of 4 m.a. 

December 2. — ^There is some parsBsthesia on the left leg> 
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limited internally by the anterior border of the tibia and form- 
ing a narrow strip which spreads out on the foot, the two outer 
toes being normal^ and also the inner side of the foot and 
great toe up to the metatarso-phalangeal joint — ^that is to say, 
the outer branch of the musculo-cutaneus and the internal sa- 
phenous are unaffected. The paraesthesia extends irregularly 
on to the thigh. The knee-jerks are not so lively as they were. 
The right optic disc is a little blurred. 

December 3. — The tenderness is less and the power is 
more all over the body. The patient can stand up rather 
shakily. The left wrist is painful, but not swollen. There is 
no abdominal pain. A perimetric chart was taken; it will 
be seen that both eyes, especially the left, show a diminution 
of the field of vision. 

December 4. — There is paraesthesia in the left supra-orbital 
region, over the left side of the thorax, the right side of the 
abdomen, and the lower part of the face on the right side. 
The muscle sense was tested with weights put on a card, and 
was found to be considerably impaired. The numbers re- 
present ounces. 



Riffht hand. 

Increase 4 to 5 not felt. 
Decrease 5 to 4 not felt. 
Decrease 3 to 2 felt. 
Increase 2 to 8 not felt. 



Left hand. 

Increase 4 to 5 not felt. 
Decrease 5 to 4 felt. 
Decrease 3 to 2 felt. 
Increase 2 to 3 felt. 



Temperature sense tested with warmed and unwarmed 
spoons, and was found to be considerably blunted. Thus — 

Miffht. Left. 

Dorsum of hand — Positions and difference unidentified f No discrimination. 

The vocal cords could not be seen, as they were hidden by 
the epiglottis, but it was noticed that the left side of the 
palate was distinctly higher than the right, but the uvula was 
in the middle line. 

The discs were now normal, except that the veins of the 
right side were dilated. There was no colour-blindness. Mr. 
Brailey thought that, judging from the limitation of the fields 
{see Fig. 3j in their peripheral part, there might be some 
degeneration in the peripheral fibres of the optic nerves ex- 
tending in from the sheaths. 

December 5. — There is still numbness in both legs, but that 
in the left is more marked than that in the right. Plantar 
reflexes and knee-jerks present. Grating and pain still present 
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Fio. 3. 



RIGHT 




Pig. 4. 
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in the left wrist. None of the nerves or mnscles are as 
tender as they were^ but some are still tender^ and thej are 
not yet as firm as they should be. There is a very good grasp 
with the right hand. 

The appreciation of taste was tried ; it was sluggish every- 
where^ but ultimately the different tastes were distinguished. 

December 6. — His finger tips were tested with the object 
of seeing how far apart he could distinguish points {see 
Pig. 4). It was found that his power was very deficient. 
Two points^ 4 mm. apart^ could not be distinguished. When 

5 mm. apart they were distinguished at a always. When 

6 mm. at b always; at h' sometimes. When 8 mm. apart at 
c always. When 9 mm. apart at d always. 

December 8. — Patient is altogether better. The grating 
in the left wrist is less^ and there is no pain in it. The 
various muscles that were painful and tender are hardly so at 
all. The paraBsthesia has diminished. The muscular power 
is everywhere improved; the knee-jerks are normal. The 
optic discs appear healthy. The left foot is a little everted. 
The patient gets up. 

December 10. — There is great pain in the right ankle^ but 
no tendo-synovitis nor fluid in the joint can be made out. He 
also says that the left elbow is painful when he moves it. The 
pain in the left wrist is very slight. 

December 11. — This evening there were shooting pains 
down the outside of the left leg and ankle. There is similar 
but slighter pain in the right leg. 

December 16. — Patient has a headache^ especially over 
the left temple. The left ankle is painful^ especially on move- 
ment ; there is some fulness about it^ but no fluctuation. 
Left peroneal nerve much more tender than during the last 
few days. The left knee is rather painful on movement, but 
there is no effusion nor grating. The left elbow remains 
tender. Both the ulnar and musculo-spiral nerves are also 
tender. 

December 18. — Left ankle still swollen and painful and 
tender, but no fluctuation. The left knee is painful and 
tender. The left great sciatic nerve and the two popliteal 
nerves are tender on pressure. The left calf muscles are 
tender. The other joints and the right side of the body are 
free from pain. On the right side the arch of the soft palate 
is much lower than on the left. The right posterior pillar of 
the fauces projects inwards more than the left. Both posterior 
pillars approach the uvula when the patient says '^Ah, but the 
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right does not return so far outwards as the left. His food 
does not regurgitate through his nose. He was ordered 
methylacetanilide for the headache and pain in hia leg. 

December 20. — Headache better. Left ankle still swollen 
and painful, and left lower extremity still painful. The left 
musculo-spiral nerve is not very tender, but there is great 
tenderness where the left posterior interosseous nerve passes 
through the supinator brevis. Pronation and supination are 
painful, but flexion does not hurt. Calf measurements five 
inches below the patella: left, 12 inches; right, 12^ inches. 
The condition of the palate and its posterior pillars is un- 
altered. 

December 22. — To-day and for some few days he has 
complained of great pain in the throat, but there is no injec- 
tion nor swelling. The condition on inspection is unchanged. 

December 23. — Last night he complained of burning pain 
in the fauces and back of the nasal cavity, especially left side, 
and there is acute pain running to the lower part of the back 
of the left ear (Arnold's nerve) and np the occipital region 
(great occipital). There is also running of the eyes and nose, 
and a large amount of salivary secretion. (Has omitted his 
iodide of potassium for some time.) The left wrist is very 
tender. 

December 24. — The accompanying sketch (Fig. 5) shows 



the condition of the posterior pillars of the fauces, It will 
be ^een that the chief abnormality is that the right posterior 
pillar remains drawn inwards quite close to the middle line. 
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This is no doubt due to paralysis of the opponents of the 
palato-pharyngeus. There is now no difference in height of 
the arch of the palate on the two sides. The uvula is hardly 
more deflected than is often the case in health. 

January 9^ 1891. — Since the last note the patient has been 
improving steadily in all respects. He can now walk well, 
and he has little if any painsr anywhere. The right posterior 
pillar of thie^ palate has almost regained its normal position, 
and it moves much better on phonation. The knee-jerks are 
equal and normal. He can bear considerable pressure on the 
left external popliteal nerve. The left musculo-spiral nerve 
is slightly tender^ and there is slight numbness in the left 
forearm and hand over the area indicated on December 1. 
On the face there is still numbness, but very slight. Tem- 
perature sense on the legs and arms is normal except once 
or twice on the back of the left arm, when the spoon was 
just at the bodily temperature no contact was appreciated, 
but he always discriminated when the spoon was distinctly 
warm. Muscle sense as follows; the figures indicate ounces : 

Riffht hand. Left hand. 

2 + 1'! 



3-1 
4+1 
6-1 



^Always appreciated correctly 



6+11 

fj . y Always appreciated correctly 



Always appreciated correctly. 

One or two f ailares, but also one 
or two successful discriminations. 



His fields of vision were practically normal. Except for 
the points fibbove mentioned he was in all respects healthy. 
He left the hospital. 

This case of lead-poisoning has seemed to me worthy of 
record because of the large number of unusual symptoms 
presented by it. Tney are the following : 

1. The extremely sudden onset. This is by no means 
unknown, but it is exceptional. 

2. The very acute pain in the limbs and marked tender- 
ness in the muscles and nerves. These symptoms^ although 
often present^ are rarely so severe as in this case^ and accord- 
ing to Dn Oliver they do not commonly persist long, but in 
my patient as soon as the tenderness and pain^ had disappeared 
in one part it reappeared in another^ so that ultimately almost 
all the body was affected. 

3. The unusually wide extent of the muscular paralysis. I 
have only once before seen so many muscles paralysed by lead, 
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and in that case— which was, however, chronic — all the mus- 
cles of the body, even those of respiration, were implicated. 

4. The retinal changes have been fully described by 
Gowers and Oliver, but it is interesting in my case to observe 
the peripheral limitation of the fields of vision, as that 
suggests that the peripheral part of the optic nerve was 
affected by neuritis. 

5. It is exceptional in peripheral neuritis for the knee- 
jerks and plantar reflexes to be lively, as in this case. 
Probably it is to be explained by the condition of hyper- 
excitability of the peripheral nerves. 

6. The tenderness and swelUng of several joints has been 
described, but it was in my c^se a remarkably extensive 
symptom. Possibly it is due to trophic changes in the joints, 
dependent upon the neuritis. My patient had never had 
gout. 

7. Oliver mentions sensory symptoms, but they are un- 
usual. Nevertheless the case under consideration showed 
numbness, coldness, perversions of sensation of touch and 
pain, which I have called parsesthesia, and perversion of 
muscle sense and temperature sense. 

8. Perhaps the most remarkable symptom in the patient 
was the paralysis of the posterior pillar of the fauces. Uni- 
lateral paralysis of the palate, although rare, is described, but 
I do not know of any description of paralysis of the posterior 
pillar on one side only. 
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XXXII. — Infusion {or Transfusion) of normal Saline 
Solution in severe Shock. By A, W. Mayo Robson. 
Bead March 21, 1893. 

TO the operating surgeon nothing can be more distressing 
than that^ alber the apparently successful performance of 
some extensive operative procedure which has involved much 
thought and care and no little anxiety^ he should find his 
patient^ though very little blood has been lost^ in & state of 
collapse, which, despite stitr^ulants by the rectum or by the 
mouth, ether injections and warmth to the surface, shows no 
sign of passing off, but gradually tends to a fatal termina- 
tion. Every surgeon accustomed to perform operations of 
any magnitude must have had experiences of such a kind ; 
and, speaking for myself, some of my most anxious moments 
have been spent by the side of several cases of this nature. 

My paper is brought forward with the view of showing 
what has been the effect of saline transfusion in cases of 
intense shock, the result of severe injury. 

Possibly the same idea has occurred to others, and I 
should not wonder to hear that it has been a regular custom 
with some surgeons to employ transfusion in such cases where 
loss of blood does not enter into the question; if so, I am 
unaware of their views having been published, and in none of 
the text-books or other works of reference to which I have 
had access can I find that transfusion for shock has been 
suggested as a means of treatment. 

Out of a number of cases I will relate two which will 
serve to illustrate my views. 

Case 1. — Miss P., aet. 43, was sent to me by Dr. Woodcock, 
of Boston, on account of a large fibro-myomatous tumour of 
the uterus, which, having completely filled the pelvis, had 
produced retention of urine and almost complete obstruction 
of the bowels. The operation for the removal of the tumour 
was performed on the 26th October, 1892, Dr. McGregor 
Young administering ether, and Dr. Woodcock assisting 
me in enucleating the mass. The operation occupied about 
an hour and a half. Very little blood was lost, but the pulse, 
which was about 100 before commencing to operate, was 180 
at the finish, and Dr. Young told me that I ought to conclude 
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as quickly as possible^ as the patient's pulse was failing. She 
was removed into bed, hot water bottles were applied, and 
brandy was administered by the rectum. 

Anaemic before, she now looked pale and pinched, as if she 
had had a severe hsemorrhage ; the pulse was extremely f eeble> 
and could just be felt at the wrist. The foot of the bed was 
raised, warmth was applied to the head, and ether and digi- 
talis injections were given. The patient soon regained con- 
sciousness, but the pulse, instead of improving, steadily 
got worse, and at the end of three hours I received a message 
to say that she was gradually sinking. On my arrival the 
radial pulse could barely be felt and could not be counted, 
although there had been no loss of blood since the operation. 
There was that long-drawn sighing with restless but feeble 
lifting and dropping of the arms, and weary turning of the 
head from side to side, which so often precede death. 

With some little difficulty a vein was found at the bend of 
the elbow, and about three and a half pints of normal saline 
solution was injected. The patient at once began to look 
better, the colour returned to the lips> the pulse could be felt 
distinctly at the wrist, beating 150 to the minute. From 
this time improvement continued until she was able to return 
to her home, at the end of the third week after operation. 

Case 2. — Mrs. L., aet. 28, was sent to me by Dr. Reader, 
of Wakefield, suffering from a large sarcoma involving the 
upper half of the right thigh. As the tumour impinged on 
the pelvis, and as the femoral vessels could be traced into its 
substance, it was clearly useless attempting its removal with- 
out being prepared for amputation at the hip-joint. 

Ether was administered by Dr. McGregor Young, and I 
was ably assisted by Mr. H. Littlewood and Dr. Eeader. An 
Bsmarch's bandage was applied as high as the upper end of 
the lower third of the thigh, so as to render the limb exsan- 
guine, and prevent venous haemorrhage. An incision was 
then made in the course of the femoral vessels down to the 
tumour, which it was soon manifest could not be removed 
without amputation at the hip-joiut. The common femoral 
artery and vein were then ligatured in their continuity, and 
the amputation was completed without material loss of blood. 
The patient's pulse was fairly good when she was removed 
into bed, but it rapidly began to run down, and half an hour 
after the operation it could not be felt at the wrist, and the 
patient looked as if she were about to die. 
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Four pints of normal saline solution was injected through 
an opening in the vena salvatella^ and immediately the 

Eatient's pulse returned at the wrist and colour came to the 
ps. The pulse remained quick for several days^ but no 
further trouble was experienced^ and beyond delayed healing 
owing to a portion of flap sloughing^ there was nothing special 
to record. 

Were it necessary^ I could relate several other cases where 
severe shock has been successfully combated by transfusion : 
since in these^ however^ there had been material loss of bloody 
which would increase the collapse^ it is scarcely right to 
attribute the recovery after transfusion solely to relief of 
shock; I prefer^ therefore^ to relate simply the two cases 
where very little blood was lost, and to base my arguments 
on them. 

The reason for relief by infusion or transfusion in some 
forms of shock is not far to seek^ — I say some forms because 
*' shock has many varieties/^ as Furneaux Jordan says^ and it 
may be that the treatment here suggested will only prove 
useful in certain cases not yet well defined^ and a greater 
number of cases will be required before any generalisation 
can be even attempted. 

In Sir William Savory's article on " Shock/' in the System 
of Surgery edited by Messrs. Holmes and Hulke, it is stated^ 
** The signs of syncope are those of collapse ; " and again^ 
" So far as they extend, the symptoms of an ordinary fainting 
fit are analogous to those of collapse." Travers says, " A fit 
of syncope, and the recovery from it, present an epitome of 
the phenomena of shock." 

Brunton shows that shock is mainly due to paralysis of 
the heart and vaso-motor paralysis of the abdominal vessels, 
and the sudden dilatation of the abdominal vessels may simu- 
late sudden haamorrhage. 

In cases of shock without serious haemorrhage the blood is 
driven into the large abdominal veins, where for the time 
being it is useless, leaving the head and the extremities in a 
state of anaemia. Now if, by injecting several pints of bland 
fluid into the vessels, we can force the dormant blood into 
circulation again, the effect should be at once manifest by 
a filling of the vessels in the head and extremities; and 
although the blood will be diluted^ the increased quantity, 
three to four pints, will be sufficient to fill the dilated and 
partially paralysed abdominal vessels, as well as the vessels 
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supplying parts essential to life ; the hearty moreover, wilj be 
likely to be stimulated by the blood being driven into it. 

The cases I have related would seem to bear out these 
suggestions. 

The subject is one which should be capable of experimental 
proof, and if my suggestions are considered to be worthy of 
further prosecution, I have no doubt that proof can be fur- 
nished in this way. 

My own conviction from personal experience is so distinct 
that it has become my practice, whenever I go to perform a 
<;apital operation, to include among my instruments a trans- 
fusion apparatus, and a packet of salt sufficient to make four 
pints of normal saline solution. 

This practice I venture to recommend to others, and I 
think it will be the means of saving some lives that woald 
otherwise be lost, not only after operation, but after other 
serious injuries. 
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XXXIII. — Gastro-enterostomy for Cancer of pyloric 
end of Stomach, By Herbert Allingham. 
Bead April 14, 1893. 

JR., 8Bt. 47, was admitted into the Great Northern Central 
• Hospital, February 24, 1892. 

On admission the patient stated that her illness had com- 
menced in the previous October (1891) with occasional sick- 
ness and pain in the epigastric region. The pain was aggra- 
vated by taking food, and had obliged her to avoid certain 
articles of diet. The attacks of sickness were of daily occur- 
rence, and recurred every evening after her tea-time (5 p.m.) . 
The vomiting was preceded by a burning sensation at the 
epigastrium and at the back of the mouth. There was no 
excessive straining, for the contents of the stomach welled 
up into the mouth, and the vomiting relieved the epigastric 
pain for a time. The matter vomited consisted of her meals, 
and was of a frothy appearance, light yellow (sometimes 
greenish) in colour, and non-offensive. It had never been 
observed to contain blood. She first noticed a " lump " in 
the epigastric region, immediately below the costal margin 
and slightly to the left of the xiphoid cartilage. This lump 
was hard and not tender, and all the epigastric pain seemed 
to be localised in that region. 

As to the patient^s personal history, she was a single 
woman, and her periods had been regular, having, however, 
been affected by her illness. For three years previously her 
health had been less good than formerly, for she had had 
occasional bilious attacks, which were always amenable to 
treatment. Constipation had been her chief trouble. In 
March, 1891, she had been in a county hospital for gout in 
the stomach, and had been benefited by her stay. She had 
also had rheumatic pains in the knees, ankles, and great toe- 
joints, but had never suffered from a severe attack. For 
eighteen years her occupation had been that of cook and 
housekeeper. There was no family history of any malady. 

The patient was a fairly well-nourished woman, weight 
8 st. 2 lbs., but stated that she had lost a considerable amount 
of fiesh. Her complexion was clear, not anaemic ; the skin 
was dry and not harsh. She was feeble, and her muscles 
generally were flabby, and the skin of her body could 
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readily be picked up in folds. The expression of her face 
was anxious and betrayed pain. The tongue was clean and 
moist, but the bowels were obstinately confined; her chief 
complaint was of daily sickness and considerable epigastric 
pain and tenderness. For three weeks she had kept her bed^ 
her symptoms having become aggravated while she was at 
the sea-side for a change of air. 

The abdominal walls were thin, but the abdomen was not 
distended, and there was no enlargement of the superficial 
veins, no local prominence, and no visible peristalsis. The 
patient referred pain of a gnawing character to the epigastric 
region, inunediately below the xiphoid cartilage and to the 
left side. The pain was for the most part constant, and 
was relieved, for a short time only, after vomiting ; it was 
aggravated by food, milk and iced water occasioning the least 
discomfort. When the pain was most intense it was associated 
with gnawing pain in the back, between the shoulders, and in 
that situation it was diffuse, not localised as it was in the 
epigastric region. 

On palpation there could be felt in the epigastric region, 
below and to the right of the xiphoid cartilage, a hard nodular 
growth of the size of a Tangerine orange. Ifc was not rounded, 
appearing to be square in outline, with well-defined abrupt 
edges. In this situation the lower limit of the growth was 
easily felt ; immediately below the ensif orm cartilage and to 
the left, beneath the costal margin, as far as the outer border 
of the rectus, was a resisting hard muss. This appeared to be 
deeply seated, was dull on percussion, and had a communi- 
cated impulse. But there was no bruit or lateral expansion, 
and it did not descend with deep inspiration. The mass was 
tender on palpation, an examination causing pain, which 
lasted for some time. This pain was aggravated by pressure 
on the epigastrium. According to the patient's account this 
lump had gradually increased in size, and was stated to 
"move." At times, when she was lying on the left side, it 
had been felt in the left hypochondriac region. When she 
stood erect it did not descend to the umbilicus. The rest of 
the abdomen was resonant, and there was no dulness in the 
flanks. 

In spite of her constant sickness she had no actual distaste 
for food, and felt hungry. Though weak she was not exceed- 
ingly debilitated, and there was no tingling or numbness in 
the extremities. She seldom perspired, and the skin was 
always dry, but she was never feverish. 
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On the night of February 20^ after a large enema^ the 
bowels acted for the first time for twelve days^ the motion 
being constipated^ light brown in colour^ and not scybalous. 
She was obviously wasting, and in spite of her being ansemic, 
her face flushed each evening when the nausea set in. 

On March 2, the stomach having been previously washed 
out, an operation was performed. The abdomen was opened 
by a 4-inch median incision, commencing above at the ensi- 
form cartilage. There was no free fluid in the peritoneal 
cavity. The stomach was then explored, and its pyloric end 
was found to be occupied by a growth the size of a Tangerine 
orange, which was very dense and not moveable. The ante- 
rior wall of the stomach was drawn up into the wound, and 
sponges were well packed around it. An incision, li inches 
long, was therefore made into the stomach, which was practi- 
cally empty, only a little clear fluid escaping. A coil of 
jejunum about 22 inches from the duodenum was similarly 
isolated, and was incised to the same extent, having pre- 
viously been emptied and commanded by india-rubber cord 
passed through the mesentery in two places. The bowel was 
empty, a slight amount of succus entericus passing. Into the 
incision in the bowel and stomach bone plates were inserted. 
The bone plates were opposed, taking with them the apertures 
into the stomach and bowel. These were tied together by 
three threads. Numerous points of sutures, Lembert's, which 
were passed through the peritoneal coverings of the stomach 
and bowel, were afterwards put in. The abdominal wall was 
closed by silkworm gut sutures, and an alembroth dressing 
was applied. 

The patient suffered from shock, but was not sick. She 
passed a fair night. On the next morning she was twice sick 
before noon, the vomit being watery and like coffee grounds, 
with some mucus. She was fed by nutrient enemata. 

On the morning of the 4th she complained that the brandy 
in the enemata caused nausea and a burning sensation at the 
pit of the stomach. In the afternoon the wound was dressed. 
There was flatulence, and there was some dulness in the left 
flauk, but the abdomen was not distended or tender. Later 
in the afternoon, immediately after an enema, there was 
another attack of vomiting. 

On the 5th the vomit was for the first time bile- stained 
and of a greenish colour. 

On the 8th the wound was dressed and three sutures were 
removed. Later on two more sutures were taken out. An 
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enema was given^ which at first had no effect^ but later on 
in the day, for the first time since the operation, there was a 
copious action of the bowels, the motion being light brown 
and bilious in appearance. 

Daring the four days before the 14th the bowels acted 
three times after a liquorice powder. The patient had been 
free during the week from sickness and from the evening 
nausea. Nutrient enemata had been discontinued, and light 
food was given by the mouth. 

Between the 10th and 18th the bowels required purgatives 
to make them act. On the latter date the wound was quite 
healed and firm. That evening she was sick again. 

For several days there was loose action of the bowel, the 
dejecta being of a light brown colour and containing partially 
digested food. The patient was able to be up on a couch. 

On the 21st there was some sickness, but the vomit was 
only watery. On this day she was allowed to take her first 
stimulant, a little port wine. 

Through the first fortnight in April the patient was 
free from sickness, eating light food, and being in compara- 
tive comfort ; but on the 14th she had some nausea (though 
no actual sickness) in the evening, and complained of the old 
burning sensation at the back of the throat. On the 17th 
the same occurred, together with some greenish watery vomit, 
which contained little food. 

On the night of May 10 she was sick, the vomit consisting 
of digested food, but being free from blood and not frothy. 
For some days after this there was pain in the left hypo- 
chondriac region, which was stabbing in character and shot 
through the back. 

On the 14th the pain still continued. 

On the 15th there was some sickness after tea, the vomit 
being composed of altered food, bile-stained and frothy. 
The patient had had much regurgitation of hot and acrid 
watery fluid into the back of pharynx. This was worse on 
lying down, and she therefore sat up during the night. 

On May 20 pain in the right supra-clavicular region drew 
attention to a lump in that situation. The swelling was 
tender, but the skin was not reddened. The pain shot down 
the arms, and the finger-tips of the right hand were livid, but 
there was no marked oedema of the right limb. Hot fomen- 
tations, &c., were applied, but gave no relief. On the 28th 
the lump was still stationary ; there had been much pain in 
the neck and shoulders. 

VOL. xivi. 11 
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Her weight was 8 st, 10 lbs. as against 8 st. 2 lbs. at the 
time of the operation. 

May 31. — She left the hospital. 

About a month later^ Jnne 29^ I saw her^ and she informed 
me that liquid food was taken with comfort^ but with solids 
she occasionally vomited. She at the same time complained 
of pain in the left chesty and the mass in her neck had 
enlarged and was more tender. 

She went to the north of England^ and died about the 
end of July, and I regret to say I did not hear of her death 
until about a week after it occurred, so was unable to obtain 
a post-mortem. The patient lived about five months after 
the operation. 
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XXXIV. — A Sequel to some cases showing Hereditary 
Enla/rgement of the Spleen. By Claude Wilson, 
M.D., and Douglas Stanley, M.B. Bead April 
14, 1893. 

THEEE years ago a paper was read by one of us before this 
Society, entitled '' Some Cases showing Hereditary En- 
largement of the Spleen/'* That paper, which referred to six 
patients belonging to three generations of the same family^ 
opened with the statement that, as far as could be ascertained^ 
no cases of a like nature had been described ; and while it 
entered into the history, symptomatology, and physical condi- 
tion of the patients, it was incomplete, as, though one death had 
been recorded, no material was available on which to found a 
pathological report. 

Pour of these patients are still living, and while one of our 
objects will be to briefly bring their histories up to date, the 
justification of the present paper lies in the fact that one of 
the patients died in March, 1891, and that though no complete 
autopsy was permitted, leave was obtained to make a some- 
what hurried examination of the abdominal contents. The 
spleen was removed entire, along with portions of the liver, 
kidneys, and pancreas, and sections of these organs have been 
subjected to careful histological scrutiny. 

The object of our present communication will be, then, to 
describe the last iUness of the lady who was referred to in the 
previous communication as "Mrs. T.,'' to report upon the 
pathological changes found in the abdominal viscera; to 
allude to certain points connected with the other cases, and 
to inquire how far this additional knowledge may help us in 
arriving at the true nature of these cases. 

"Mrs. T.,'* as previously stated, was born in 1857, became 
sallow when five or six years old, and certainly showed en- 
largement of the spleen when she was seven years of age. 
She was born when her mother was thirty-one years old, and 
it was not till two years after this that the mother's spleen 
was found to be enlarged ; how long the condition may have 
existed is not known. 

* ClifUeal Society $ TratMcustumSy vol. xxiii, p. 162. 
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Mrs. T. married in 1878, and two of her four children 
were found to have large spleens when they were seven or 
eight years old; they have both been sallow since infancy, 
and probably their spleens were enlarged for some years 
before they were discovered. 

Unlike her brother, A. P., jun., Mrs. T. had never suffered 
much from ailments which could be very distinctly referred to 
the spleen, but she used to have occasional attacks of jaundice 
and pain, which we ascribed to small biliary concretions. 
Her youngest child was bom in 1884, and since then she had 
up to 1889 two miscarriages and a stillborn child. In the 
summer of that year she again became pregnant, and as her 
confinement drew near her health began seriously to fail. 
She slept badly, became very short of breath on slight exer- 
tion, and at the end of February, 1891, developed decided 
jaundice, with nausea, retching, vomiting, and complete 
anorexia. She was confined to her room, and gradually be- 
came so weak and feeble that she could hardly walk unaided 
from the bed to a chair. Careful feeding was had recourse to 
at frequent intervals, and a good deal of nourishment was 
retained. She became extremely anaemic but not emaciated. 
We regret that we have no further notes of her physical con- 
dition at this time. 

It is needless to say that her confinement was lookied for- 
ward to with apprehension, both by herself and her medical 
attendants. On March 20, about a week before term, she 
said that the child had ceased to move, and that it was dead, 
and on the next day labour was heralded by a slight dis- 
charge. Pains came on and the waters escaped at 4 a.m. on 
the 22nd, and this was followed by a period of quiescence 
which lasted until evening; but at 3 a.m. on the 23rd the 
pains returned strongly, and at 5 a.m. a dead child was born, 
the placenta following at once, and without any hssmorrhage 
whatever. The patient was left in a state of collapse, gasping 
for breath, and with a very irregular and almost uncount- 
able pulse. Ether and digitalis were administered hypoder- 
mically, as well as brandy and champagne by the mouth, 
and by 7 a.m. she had distinctly improved (breathing 
laboured and rapid, pulse 140, small and compressible, temp. 
99*5° P.). In the afternoon extreme restlessness came on. 
and by midnight there was some delirium, with screaming 
and attempts to get out of bed. In lucid intervals she recog- 
nised those around her, and complained of great pain in the 
abdomen (no tenderness). At 1 a.m. on the 24th the ex- 
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' treme restlessness^ coupled with her exhausted condition and 
irregular and uncountable pulse^ seemed to augur death 
within an hour or two, and a hypodermic injection was given 
(morphia gr. ^, atropine gr. TsiTi hyoscine gr. y^, and 
digitaline gr, y^). This produced within fifteen minutes 
deep and quiet sleep, which lasted, with intervals for being 
fed and stimulated by mouth and rectum, for ten or twelve 
hours. At 4 p.m. the pulse was slightly better, but the car- 
diac impulse was impalpable, and a loud blowing systolic 
murmur was heard at the apex. The pupils were moderately 
dilated, and reacted well to light. The tongue was clean 
and fairly moist. The temperature was 101° P. Next day 
(25th) the temperature again fell to normal, the general con- 
dition remaining unaltered, while nourishment and stimulant 
were well taken. In spite of this, and of the fact that a fair 
amount of sleep was obtained, the general exhaustion rather 
increased, and in the afternoon of the 26th f89ces and urine 
were passed unconsciously, and there was a good deal of 
wandering delirium. The pulse varied between 120 and 140. 
On the 27th the condition was the same; and again on the 
morning of the 28th, when the temperature was 99° and the 
pulse 130, small and easily obliterated. Shortly after twelve 
(noon) she rose in bed, crying, ^^ Oh, what a pain ! " and fell 
back gasping and pulseless. Ether was injected, but within 
five minutes she was dead. 

Five hours after death the abdomen was opened, and the 
specimens we have referred to were removed. The perito- 
neum was healthy, there was neither fluid nor lymph in its 
cavity, nor were any organs found glued together. The 
uterus was firmly contracted, and felt like a cricket-ball. 
The liver was decidedly enlarged, and projected fully 1^ 
inches below the costal arch, while the left lobe extended to 
the ribs of the left side, thus somewhat depressing the spleen ; 
it was firm and smooth, without irregularities, and rather pale 
in colour. The gall-bladder was unfortunately forgotten in 
the hu/ry to get the examination quickly over. The pancreas 
was normal in size, but very firm and tough, almost like a 
piece of india-rubber, but with a somewhat gritty feeling. The 
kidneys were normal in size, the capsules stripped easily, and 
the surface was finely irregular. No enlarged lymph-glands 
were found. 

The spleen was much enlarged, weighing almost 2 lbs., 
and measuring 6^ x 5 inches, being 12 inches in circum- 
ference at the middle. This enlargement was symmetrical, 
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the sliape being preserved. The organ was extremely firm 
and of a dark purple-red^ the capsule greatly thickened^ and 
presenting at the upper extremity a large cartilaginous patch 
of old perisplenitis. There had been no adhesion to any 
other organ. On section it was firm aud dark red^ and from 
the capsule greatly thickened trabecular extended through 
the substance. There were no infarcts to be found, and the 
Malpighian corpuscles were not prominent, being apparently 
smaller than usual ; there was certainly nothing resembling 
the " suet-like ^' appearance of these as seen in lympha- 
denoma. 

Microscopic examination. — Spleen : There is great thicken- 
ing of the capsule and trabeculsd, and all the tissue is engorged 
with blood-cells. Here and there are irregular patches, con- 
sisting almost entirely of red blood-corpuscles crowded 
together, evidently minute haemorrhages. The meshes of 
the reticulum are also thicker than normal, while the venous 
sinuses are somewhat dilated. Several apparently normal 
Malpighian corpuscles are to be seen, but not so many as in 
a healthy spleen, while some seem to have undergone a pro- 
cess of sclerosis, being converted into small round masses of 
fibrous tissue. The central arteriole has become obliterated 
in these; while in others, where the process is not so far 
advanced, the lumen of the vessel is much contracted and the 
walls thickened. There is no deposit of pigment round these 
altered Malpighian corpuscles, but here and there through 
the section a few minute granules having a golden-brown 
colour may be seen, lying apparently free in the inter- 
stices of the reticulum. The blood and lymphoid cells appear 
normal. There is no lardaceous reaction. 

Liver : The lobules are not mapped out distinctly, nor is 
there any apparent increase of connective tissue. The 
capillaries are much dilated. In a considerable number of 
the liver-cells are fat-globules, and the majority of those not 
so altered contain a large quantity of golden-brown pigment, 
though in some parts of the section ceils containing both are 
to be seen. There are very few unaltered liver-cells to be 
found. 

Kidney : The renal vessels show some thickening of their 
walls, as do also the capsules of Bowman here and there, and 
at one or two points there is considerable fibrous change* 
The epithelium appears healthy on the whole. 

Pancreas : Everywhere throughout the section there is to 
be seen a great increase of interstitial material ; the periacinar 



Eereditwry Enlargement of the Spleen. 167 

lympH-spaces are somewliat dilated. The glandular epithe* 
Uum appears perfectly normal. 

Lymph-glands: One examined microscopically appears 
quite healthy. 

Turning now to the other cases^ we will deal first with the 
late Mrs. T.*s two sons, N. and R., whose spleens in 1890 pro- 
jected, in each case, 2^ inches beyond the ribs. They were 
born in 1880 and 1881 respectively, and have never been 
strong. For the last three or four years they have been taking 
arsenic and iron steadily, and while their general health has 
improved, it is more especially to be noted that they have 
been much more free from febrile attacks, N. having had only 
two, and R. only one during the past twelve months. In 
spite of this their spleens have increased in size, and now 
(January, 1893) each projects for 3| inches beyond the costal 
arch. 

In neither case is the liver enlarged. During the course of 
a febrile attack (in the case of N.), which apparently resulted 
from a slight chill, the boy showed no symptoms beyond 
those common to feverish conditions generally, and though 
the spleen enlarged to the extent of projecting for 4^ inches 
it was not tender. A faint mitral systolic murmur was deve- 
loped, which disappeared as the fever subsided. The urine 
was clear, of a deep amber colour ; it presented a very fine 
and persistent froth on the surface, and deposited | inch of 
amorphous and knife-rest phosphates. The reaction was 
faintly acid, the sp. gr. 1024, and there was neither albumen 
nor sugar. An opportunity was taken to count the blood- 
corpuscles, but as it was getting dusk the haBmoglobin was 
not estimated. 

Bed corpuscles .... 3,150,000 
White „ . . . . 5,000 

Directing our attention next to the case of A. P., jun., the 
uncle of the two boys N. and R., a brother of the deceased 
lady, Mrs. T., we shall find some points worthy of record. 

His history and condition were fully described in our pre- 
vious paper, and it will suffice now to recall the facts that he 
was not born till two years after his mother was known to 
have a large spleen, and that his own was palpable when about 
four years old. 

His health during the past three years has varied very 
much, and while he has had fewer of the " attacks " previ- 
ously described he suffered in the early months of 1892 from 
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a seyere attack of inflammation oi, and effosion into^ the right 
pleura. He was very ill^ and his temperature frequently ran 
up to over 105° F. In spite of strong counter-irritant mea- 
sures the condition persisted for some weeks^ but cleared up 
after a few ounces of clear serum were drawn ofE. Since then 
this patient has become an almost hopeless victim to alcohol^ 
and it has been too obvious to escape notice that there is less 
tendency to suffer from chills when he is taking large quanti- 
ties of spirits. His spleen remains in statu quo, and his 
general physical condition is not obviously altered. His com- 
plection is dark sallow^ and this tends to mask his really 
anaemic state. It was owing to the absence of obvious pallor 
that he was noted in 1890 as being '^ free from anadmia/' but 
two examinations of the blood made last year gave the 
following results : 



March, 1892. — Bed corpuscles . 


, 3,820,000 


White „ 


12,000 


Haemoglobin 


. 50 per cent 


October, 1892.— Bed corpuscles . 


. 3,300,000 


White „ 


16,000 


Haemoglobin 


60 per cent 



The first examination was made while suffering from 
pleurisy, and the latter when fairly well and out of doors 
every day, and this probably accounts for the actual and 
relative increase of haemoglobin in the latter case. A. P., jun., 
has been found since our last paper was written to suffer from 
intermittent attacks of albuminuria, but no blood or casts 
have been found. The urea was estimated last autumn for 
five periods of twenty-four hours each when he was confined 
to his room by a slight accident. The average quantity per 
day was 340 grains. No albumen was being passed at that 
time. The urine now seldom contains urates or shows deep 
pigmentation suggesting the presence of bile. The febrile 
attacks seem for the present to be in abeyance; this often 
noticed condition of the urine has disappeared with them. 
Had this not been so, our intention was to have made a fuller 
examination of the urinary pigments to see if some colouring 
matter other than bile did not account for a part at least of 
the deep colour. 

Turning next to A. P., jun.^s, daughter A., a child of ten : 
she is a big girl for her age, well nourished, of a lively dis- 
position, and active both in mind and body. She is distinctly 
sallow, but not strikingly auasmic, though a careful examination 
of the nails and eyelids reveals a paler tint than is natural. 
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When her blood was examined^ however, the following result 
was obtained : 

October, 1892. — Bed corpuscles . . 3,800,000 

White „ . • 20,000 

Hemoglobin . . 60 per cent. 

Her spleen in 1890 projected for 2 inches below the ribs ; it 
now projects for 2| inches. She has no marked splenic 
symptoms, but occasionally complains of a pain in her left 
side, which always means, her mother says, that she will be 
out of sorts for a day or two. Her younger sister, now aged 
five, is decidedly sallow, but her spleen is not palpable. 

Having now completed our record, it remains for us to 
consider how far we are justified in modifying our previous 
estimate of the true nature of these cases. That estimate was 
that leucocythasmia and Hodgkin^s disease being excluded, 
and syphilis and rickets being in the same category, or at any 
rate excludable as causes, any one of our cases seen singly 
would, though anomalous, probably be regarded by most 
medical men as malarial ; and, further, that the series were 
either examples of a true hereditary malarial taint (a view 
which we did not favour), or else that we were dealing with 
something wholly different of which we practically knew 
nothing. The paper elicited but little discussion, and no 
opinion was hazarded by any member of this Society. 

We would point out that since 1890 we have become 
possessed of further knowledge relating both to the cases 
and to the functions of the spleen : two points only demand 
notice now. Firstly, we have found that all of our patients 
are really the subjects of a pronounced corpuscular anaemia, 
and no doubt can be entertained that the splenic disease is 
accountable for this. Secondly, the description we have 
given of the last illness of Mrs. T., and of the pathological 
appearances discovered, will, we think, be found, if read in 
the light of recent knowledge respecting the functions of the 
spleen,* to point to her death being really due to a rapidly 
progressing anaemia, dependent upon an active haemolysis of 
splenic origin. We consider that the '^ attacks " which 
A. P., jun., has so often suffered from, accompanied by fever, 
engorgement of spleen and liver, and highly coloured urine, 
also point, whether this pigmentation be due to bile or not, 
to short periods of active destruction of red blood-corpuscles. 

Having briefly alluded to these points, we may proceed to 

* Hunter, ** Lectures on the Physiology and Pathology of Blood Destruction," 
Lancet, vol. \u 1892, p. 1209, et geq. 
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state the view whicli we have been led to adopt ; and in the 
first instance we will say that in our opinion the idea of the 
cases being malarial may be definitely excluded. Their 
recent history does not favour that view ; several very careful 
examinations of the blood have failed to show pigment gran- 
nies^ and the pathological report which we have given lends 
no encouragement to the idea. 

We are thrown back^ then, on the unknown, or upon 
finding some likeness to the group of anomalous anssmiaa 
accompanied by enlarged spleens, but not by leuocytosis or 
glandular enlargements which have from time to time been 
described. There are numerous records of such cases occur- 
ring in children, but as rickets or syphilis is probably 
accountable for the greater number of these, no notice will 
be taken of them. Several cases also have been described 
from time to time under the name of ^' splenic anaemia," but 
most of the records are so incomplete and leave so much 
doubt as to the actual conditions present, that we have 
looked upon the majority as irrelevant. A careful search 
through the literature of our own and other countries has^ 
however, resulted in our finding a limited number of cases 
which, though lacking the hereditary element so noticeable 
in our own, and though in many respects differing from each 
other, present with ours many cardinal points in common* 
We may refer to the three cases described by Bauti* as 
'^ Anaemia Splenica," and the one by Bruhlt as '* Spleno- 
mggalie primitive," as furnishing perhaps the most complete 
records. All of those cases present hypertrophy of the 
spleen without glandular enlargements, together with a 
globular anaemia without leucocytosis. AH, too, have run a 
somewhat chronic course which has in many cases extended 
over a number of years, and in all thoee in which the excre« 
tion of urea has been determined this has been found to be 
below the average. In many cases there have been febrile 
exacerbations, and in many (including one of our own) fits of 
epistaxis. Pathological records have been obtained in only a 
few instances, but what results there are, though differing in 
some points, tend rather to cement the series than to throw it 
into discord. 

It will be noted that in each of the cases making up this 
group we have to do with some disease of the haemopoietic 
system occupying a position midway between leucocythaemia 

* Dell, Anssmia SpUnioa. 

t Arehive§ gMraUi de M^deeine, vols, i and ii, 1891. 
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and lymphadenoma, having certain points in common with 
both, but being quite distinct from either. Whether we are 
dealing with different manifestations of a single malady, or 
whether we have to do with a group of allied disorders, we 
are not prepared to say. We would, however, point out that 
our own cases, which are evidently all examples of the same 
disease, have shown very great differences in their clinical 
history ; and, further, that it is possible for near relatives of 
some of the cases alluded to to suffer unknown from a similar 
condition ; cases such as ours may certainly run on for years 
without producing any symptoms, and when seen by a medical 
practitioner their pecular nature is not appreciated without 
considerable investigation. Finally, our opinion is that, for 
tempbrary purposes at least, it may be well to look upon the 
family factor which enters into our own cases as not neces- 
sarily implying a radical distinction, and to group the whole 
series together; and we would suggest that the name 
*^ chronic splenic cachexia *^ is more properly applicable than 
any of those which have been employed. We wish it to be 
understood that we have entered very superficially into the 
consideration of this subject, as it would be out of place to 
trespass upon the time of this Society with speculative 
matter which may or may not prove to be relevant. Should 
we see reason to pursue the subject further, we shall hope, 
with the Society's permission, to deal with it at greater length 
elsewhere. 
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XXXV. — Case of Psoas Abscesses^ fatal through Benal 
Gomplications. By F. Luoas Benham, M.D. Bead 
April 28, 1893. 

WH.^ a boy set. 8. Father and mother^ and a brother 
• rather older than himself^ were all alive and healthy. 

He was first seen by me in the beginning of August, 
1886. He was suffering from an abscess in the left buttock^ 
which had been slowly formings and had attained some size^ 
but he had been able to get about in spite of it till quite 
recently. No injury or any other cause could be assigned to 
produce it. At first the origin of the abscess was not quite 
manifest ; it was opened^ and a large quantity of pus escaped. 
It became evident, however, before long, that it came (passing 
through the sacro-sciatic notch) from the spine, the disease 
affecting the lumbar vertebra9. 

Later on abscesses developed and burst in both groins and 
the right hip ; altogether there were five sinuses, constantly 
discharging more or less for a long time. 

The boy was soon sent into the Victoria Hospital for 
Children, and afterwards to the Sea Bathing Infirmary at 
Margate ; but no surgical treatment was resorted to besides 
continuous rest in the horizontal position, and he returned 
home in course of time with the disease progressing. 

In the summer of 1887 I asked Mr. Silcock to see him, in 
order to see if it would be possible to apply a Sayre^s plaster- 
of -Paris jacket. This treatment was carried out forthwith at 
St. Mary's Hospital, and proved very successful, as in conse- 
quence the boy was soon able to get about. He wore the 
jacket, which occasionally had to be renewed, continually for 
nearly five years, i. e. until the summer of 1892, by which 
time the spine had completely healed, the sinuses had all 
dried up, and he could walk and run about with ease and 
without fatigue ; and in the autumn, after a few weeks in the 
country, he had fully regained flesh, had a very good 
appetite, and looked well and strong. 

But meanwhile he had not been altogether free from 
other troubles. In July, 1889, he developed some degree 
of dropsy, there being oedema of the lower extremi- 
ties. The urine was pale and contained albumen; and 
I ascribed the symptoms to amyloid disease of the kidneys 
resulting from prolonged suppuration. Under treatment the 
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dropsy disappeared in two to three months^ and never returned. 
In 1890 his mother complained to me also that he had acquired 
the habit of wetting his bed at nighty and this habit con- 
tinued^ with intermissions, for the rest of his life. 

For some time I could not explain this, and no treatment 
seemed of much avail to check it ; but, gradually, symptoms 
developed which showed that there was more disease of the 
kidneys than I had hitherto suspected, for presently mucus 
and pus were found in the urine, though not always; also 
small pieces of gravel were occasionally passed; but there 
was never any haematuria, as far as I know. 

Early in 1891 a small flattened smooth ovoid calculus was 
brought to me that he had passed, without renal colic or other 
dijfficulty ; and in the summer a similar but rather larger one 
also descended into the bladder and obstructed the passage of 
urine by sticking in the urethra near to the meatus ; it had to 
be removed under an ansasthetic. 

No further trouble of the sort happened until the end of 
July, 1892, when after he had been passing urine containing 
a good deal of mucus he had an attack of renal colic on the 
left side. There were vomiting and diminished secretion of 
urine ; and on examining the region of the kidney, I was 
surprised to find a large tense rounded tumour there ; for it 
seemed impossible for the kidney to become so much dis- 
tended with a single occurrence of obstruction of short dura- 
tion. Suspecting that the obstruction might be due to a plug 
of mucus in the ureter, I administered small doses of turpentine ; 
and very soon the obstruction gave way, a large quantity of 
mucus was passed, containing some tough mucus, but no 
calculus, the diuresis continuing for a few days ; and the renal 
tumour subsided so as to be almost imperceptible. 

After this very little of importance took place. For some 
time mucus and pus continued to be passed, and now and 
then a little calculous matter. 

The patient had regained so much health and strength 
that I seldom saw him until January 5, 1893, when I found 
that another attack of left renal colic had set in the day 
before and laid him up. There was vomiting at first, which 
abated and was succeeded by anorexia; very considerable 
pain, which was relieved by hot baths and fomentations ; a 
large tumour in the region of the left kidney, as before, but 
this time there was almost complete suppression of urine, only 
a few ounces being passed from the 4th to the 7th of January. 
He was said to be rather delirious each night, but when I saw 
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him in the daytime of the 5th^ 6th^ and 7th he was qaite con* 
scions and his mind was quite clear^ and he did not appear 
to be in immediate danger. On the 7th, however, he com- 
plained of feeling faint, and died suddenly that afternoon. 

A posUmortem examination was made next day, seven- 
teen hours after death. Body well nourished. Eigor mortis 
marked in all limbs. 

Lungs quite healthy. No consolidation or pleuritic adhe- 
sions. 

Heart healthy. Right cavities full of firm, partly decolour- 
ised clot. 

Liver much enlarged, firm and hard ; on section showed 
the glistening surface of amyloid change. 

Spleen also enlarged and amyloid. 

Bladder empty, firmly contracted ; no calculus. 

Left kidney enormously enlarged, the size and shape of a 
large cocoa-nut. It was almost reduced to the condition of a 
thick bag distended by blood-stained urine. Capsule easily 
stripped. Surface smooth, very pale, but here and there 
intensely congested. Pelvis and ureter dilated, thickened, 
and deeply congested. About three inches down, the duct 
was blocked by a firm mass of gritty, inspissated mucus. 
Internally the configuration of the kidney was quite altered 
into a series of communicating cysts or sacculi, into which 
the shrunken and flattened pyramids projected ; in places na 
kidney tissue at all was found, but only thick fibrous tissue. 
The sacculi contained some calculi, one as large as a walnut, 
two or three smaller ones, and much inspissated mucus, gritty 
with calculous fragments. 

There was a good deal of tough cicatricial tissue, with 
enlarged lymphatic glands, over the left psoas, which involved 
the ureter, binding it down tightly by the side of the spine, 
and bending it sharply backwards, forming an angle or kink 
in its course, where the plug of mucus was arrested. It 
required rather careful dissection to trace it here. Above 
this angle the duct was considerably dilated; below this it 
was also dilated and thickened, but less so, and was pervious 
as far as the bladder. 

Bight kidm^ey. — On attempting to remove this organ its 
capsule and coverings were so thin as to be punctured and 
give way, giving exit to one or two ounces of purulent mucus. 
The organ was slightly enlarged; cortex smooth, pale, 
flattened ; from within, the gland seemed little more than a 
large abscess containing about four ounces of greenish-yellow 
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muco-pus, partly inspissated, partly gelatinous (closely resem- 
bling the pulp of grapes), and somewhat gritty. Ureter 
normal. No connection was traced between the pyonephrosis 
and any spinal abscess, which seemed to have all healed up. 

The calculus was found, on chemical analysis, to consist 
of urate of ammonium and phosphate of calcium, with traces 
of uric acid. 

Weight of the large calculus, 2| drachms. 

Remarks. — There are several points of interest about this 
case. 

1. The successful surgical treatment, by means of Sayre's 
jacket, of spinal disease situated so low down in the back. 

2. The diflSculty of diagnosis of the renal mischief when 
it first appeared. When mucus and pus began to appear in 
the urine I was inclined to think that one of the abscesses 
must have opened into the kidney on that side, or that one or 
both of the kidneys had become the seat of scrofulous deposit. 
But when calculi came to be passed I considered that there 
was most probably calculous pyelitis, independent of the 
spinal disease. The plaster-of-Paris jacket prevented proper 
physical examination of the abdomen, so that a renal tumour, 
if it existed, was overlooked, and as the tumour which was 
noted during the attack of obstruction in July, 1892, sub- 
sided directly afterwards, I looked on it as a temporary 
product, and did not recognise any permanent obstruction of 
the ureter. 

3. The cause of this obstruction was shown plainly by the 
necropsy to be that the ureter was entangled in cicatricial 
tissue remaining from the psoas abscess. This condition is, I 
believe, very rare if not unique. I cannot find any record of 
a similar case, though it is hard to say why it should not 
happen oftener. Perhaps the extensive area of the abscesses 
in this case, which burrowed and discharged in so many 
directions, promoted the liability to extensive cicatrisation 
with attendant contraction. 

4. I am not sure how the disease of the right kidney 
originated. There might perhaps have been some slight 
pressure below on the ureter, causing gradual dilatation of 
the pelvis of the kidney, but as the duct at its origin looked 
healthy I did not trace its course to the bladder. 

5. The contents of this kidney were very peculiar. Though 
it seemed to consist in part of thick mucus and pus, the 
greater portion was a clear soft gelatinous substance, perhaps 
of the nature of the colloid material described by Dr. Dickin- 
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son in a case of hydronephrosis^ reported in Trans. Path. 
Society, vol. xiii. 

6. The reason why the attack of colic in January^ 1893^ 
proved fatal^ whereas that of the previous July was easily re- 
covered from, is probably because the ri&rht kidney had become 
disorgaoiised in L meantime. Death took placl principaUy, 
I consider^ from uraemia^ yet it is unusual for death to take 
place so quickly from suppression of urine, even if complete, 
and sudden death in such conditions is very uncommon. 



Mr. Heatli on Bloodless Method of Removing the Tongue. 177 



XXXVI. — On a bloodless method of removing the 
Tongue. By Chbistophee Heath. Bead April 2S^ 
1893. 

I WISH to bring before the members of the Clinical Society 
a method of removing one half or the whole of the tongne, 
which I have adopted for more than twelve months with 
advantage. In common with most surgeons I have long 
abandoned the nse of the ecra^eur in tongue operations, and 
ordinarily have divided the organ down the middle with a 
straight blunt-pointed bistoury and the finger, and the sub- 
lingual tissues with scissors. When one half of the tongue 
is thoroughly isolated and the extent of the epithelioma ascer- 
tained, the healthy tissues have been divided with scissors, 
and the lingual artery picked up with forceps when, or even 
before, it was divided. Now if one has a good light, and a 
good assistant, who will be sure to catch the artery skilfully, 
everything will probably go straight, and the operation may 
be completed in a very few minutes with little or no loss of 
blood. But accidents happen even to the best assistants, and 
every now and again I have had to pause in my operation in 
order to hook up the hyoid bone with the forefinger, so as to 
arrest the haemorrhage, whilst I picked up the artery myself. 
In order to get over this diflSculty I have now provided my- 
self with a large pair of Spencer Wells' angular forceps, the 
blades being 2 inches and the handle 6 inches in length. 

Fig. 6. 




Having isolated one half of the tongue, and ascertained the 
extent of the disease, I divide the healthy mucous membrane 
transversely with the bistoury, and tear through the muscular 
fibres with the finger to some depth. Slipping one blade of 
the forceps beneath the tongue, I bring the other blade into 
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the transverse cut already made^ and by forcibly closing 
them I grasp the lingnal vessels, with a few muscular fibres, 
firmly in the forceps. With the scissors I then cut off the 
half of the tongue close to the forceps, and, if necessary, pro- 
ceed to deal similarly with the opposite side. Then, provided 
I am satisfied with the healthy appearance of the section, I 
pass a hempen ligature behind the forceps, and tie as tightly 
as possible the structures held in this instrument with a 
double knot. Lastly, remove the forceps and cut the ends of 
the ligature short. 

In one very extensive case of epithelioma of the entire 
tongue I was not satisfied with the section, and found no 
difficulty in making a second transverse cut farther back, 
and in applying the forceps a second time. I think it right 
to state that in one case I had a little secondary haemorrhage, 
probably from not having tied the ligature sufficiently tight 
or from having included a little too much muscle. 
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XXXVIl. — A case of Perforating Oastric Ulcer treated 
by abdominal section. By W. Lee Dickinson, M.B., 
and Warrington Haward. Bead April 28, 1893. 

'DECOBD of case by Dr. Lee Dickinson. — Mary N., set. 26, 
-^»^ a parlourmaid, had suffered from dyspeptic symptoms, 
sometimes severe, without haematemesis, for more than two 
years before her admission into St. George^s Hospital. She 
was able to perform her ordinary duties till the afternoon of 
December 11, 1892, though the dyspeptic pains had been 
worse than usual during the previous two days. She walked 
out in the evening, and partook of a light supper before 
going to bed. On December 12, at 12.30 a.m., she was seized 
by sudden agonising pain "under the heart," so that she rolled 
out of bed. About an hour later she was seen by Dr. Des 
Yoeux, who diagnosed perforation of the stomach and in- 
jected morphia subcutaneously to allay the pain till she could 
be brought to the hospital, which was at 11 a.m. the same 
day. 

When examined in the ward she was found to be a plump 
young woman, less anaBmic than most subjects of gastric 
ulcer, gravely ill with the symptoms of acute peritonitis. She 
was vomiting bilious material and was in great pain, referred 
to the right lower ribs in front, the right shoulder and sub- 
clavicular region ; with a rigid and full, though not greatly 
distended abdomen, acutely tender in the epigastrium. 
There seemed to be some compression of the base of the left 
lung, as indicated by partial dulness with deficient entry of air; 
and the hearths apex was pushed up into the fourth interspace, 
the heart- sounds being fairly natural. 

Dr. Owen, acting for Dr. Cavafy, under whose care the 
patient had been admitted, called Mr. Haward into consulta- 
tion, and it was quickly agreed that her life could be saved 
only by surgery. 

At 2.50 P.M. the patient was etherised, and Mr. Haward 
operated. The abdomen being opened by an incision in the 
linea alba from just below the ensiform cartilage to just 
above the umbilicus, a more or less localised collection of 
turbid fluid was found coining from above the stomach and 
below the left lobe of the liver, some bubbles of gas escaping 
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with this fluid. There was lymph in this neighbourhood, but 
no general peritonitis. A gaping perforation of the stomach 
was found, of the size of a threepenny piece. Around this 
perforation, which was obviously the apex of a simple ulcer, 
the gastric wall was thickened over an area fully as large as 
the palm of a hand ; and by reason of this thickening it was 
impracticable to invert the gastric waU so as to close the 
perforation by sutures. Accordiugly the stomach was 
attached by a few stitches to the abdominal wall after the 
manner of a gastrostomy, and the edges of the perforation 
were sewn to the upper part of the incision, forming a gastric 
fistula, and a drainage-tube was passed into the stomach. It 
was difficult to say exactly on what part of the stomach the 
perforation was. All that was known definitely was that a 
considerable amount of rotation of the stomach downwards 
and forwards had to be exercised before the perforation could 
be brought into apposition with the laparotomy wound. 
When the stomach had been thus dealt with the general 
cavity of the peritoneum was washed out, and the wound was 
closed, the operation being completed at 5 p.m. 

For the first forty-six and a half hours after the operation 
no food was given, the patient being kept to some extent under 
the influence of morphia. Then fluid food was given by the 
rectum, and on December 15 a little peptonised beef- tea was 
given by the mouth in addition. Feeding by the mouth was 
proceeded with cautiously at first, but before the end of 
December she was swallowing a couple of pints of fluids and 
a little pounded meat in the course of the day, and early in 
January rectal feeding was discontinued altogether. The 
wound healed well ; the tube in the stomach was removed on 
December 16, the stitches in the laparotomy wound on 
December 18, and those in the stomach on December 21. 
Except for some cutaneous irritation around the fistula, kept 
up by the escape of a certain amount of food and gastric 
secretion, the condition of the abdomen gave no anxiety. 

On December 15, the third day after the operation, a hard 
swelling appeared in the place of the right parotid gland, to 
be followed next day by a similar though less severe condi- 
tion on the left side of the face. These swellings assumed a 
considerable size, and after some days pus began to discharge 
from the ears. Accordingly, as it was evident that the 
parotids were suppurating, on December 23 an incision was 
made into each, from which curdy pus oozed out. Syringing 
these incisions produced a discharge from the ears, showing 
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that the suppuration had opened into the external auditory 
meatus. 

The swellings gradually subsided^ but a little pus con- 
tinued to discharge from the right parotid till the death of 
the patient. The parotitis was not septicaBmic in its origin — 
at least, there was no other sign of septicaemia at the time. 

The patient was, no doubt, somewhat depressed by the 

Barotitis, which may account for some of the fever shown on 
er temperature chart ; but in the latter part of December a 
far graver complication made its appearance — she began to 
cough with some expectoration of pus, and the pulse was 
never less than 120. On December 31 there were dulness, 
crepitation, and tubular breathing over both lungs behind— 
the lower third of the right lung, the lower half of the left. 
It was hoped that these were merely the indications of hypo- 
static pneumonia, and the patient was henceforth propped up 
into a sitting posture as much as possible. 

In the course of the next week these physical signs cleared 
up to a considerable extent, the right lung returning to a 
comparatively normal condition, some consolidation at the 
base of the left lung remaining. This improvement was not 
maintained, and the expectoration became more copious, 
though never foetid. 

On January 15 the patient^s condition had become very 
serious, and there were dolness, intense tabular breatliin/, 
and large metallic r&les over the whole of the back of the 
lower lobe of the left lung. 

Having regard to the especial liability of the left pleura 
and the left lung to be involved in cases of subdiaphragmatic 
abscess,* and to the possibility of a subdiaphragmatic abscess 
forming after laparotomy for perforation of the stomach,t it 
was anxiously considered whether there might be an abscess 
beneath the diaphragm or at the base of the left lung. At a 
consultation which was held there was some difEerence of 
opinion as to whether the symptoms pointed to some form of 
chronic pneumonia with fluid in the pleura, possibly purulent, 
or to abscess in the lung. As, however, the area of dulness 
continued to increase upwards, it was decided to explore the 
part. 

On January 20, ether being given, Mr. Haward cut down 
upon the pleura in the tenth interspace and posterior axillary 
line. No fluid was found here, and neither the finger nor a 

* Penrose and Lee Dickinson, C^t'fi. 8oe, Trang,, vol. xxvi. 
t Taylor, JBirminffham Medical Beview, 1888. 



182 Dr. Dickinson and Mr. Haward's 

director passed farther inwards discovered any abscess* 
While this was being done there was so mach collapse that 
farther exploration was impossible. 

The immediate effect of the operation passed off, bat the 
state of the patient was more serioas than before. The plenra 
contained air, as shown by a tympanitic percussion note nnder 
the clavicle, and two days later friction sounds resembling 
those of pericarditis were heard over the heart. On the 
morning of January 24 she called out suddenly that '^ some- 
thing had given away,^' and became cyanosed and pulseless. 
Partial consciousness was restored by energetic stimulation 
and inhalation of oxygen, but death occurred about three 
hours later, on the forty-second day after the first operation. 

The immediate effect of the first operation was a fall in 
the temperature. A rise occurred coincidently with the 
parotitis, followed by a slight diminution after the incision of 
the glands. Then, with the appearance of the pulmonair 
complication, the temperature rose to its highest point, and, 
with some variations, remained persistently high till death. 

The autopsy was made by Dr. Bolleston. The scar of the 
laparotomy wound was firm and healthy, except for a little 
suppuration in its upper part. The walls of the fistula leading 
into the stomach were firm and fibrous, the track was completely 
shut off from the peritoneal cavity. There was no evidence of 
general peritonitis having existed, but there were old fila- 
mentous adhesions all over the convex surface of the right 
lobe of the liver, uniting it to the diaphragm, and a small 
patch of lymph on the peritoneal surface of the right 
kidney. 

The perforation in the stomach was on the anterior surface, 
near the lesser curvature, and about three inches from the 
pylorus. The thickening round the perforation observed at 
the operation had disappeared ; the size of the aperture had 
not altered appreciably. There was no other ulcer or cicatrix. 
Between the ulcer and the pylorns the stomach was firmly 
adherent to the liver in the region of the quadrate lobe. 

The spleen was adherent to the left leafiet of the dia- 
phragm, but there was no perforation of the diaphragm nor 
suppuration beneath it. 

Between the left leafiet of the diaphragm and the base of 
the left lung was a circumscribed abscess, filled with aboat 
foar ounces of non-foetid pus. The lower lobe of the left 
lung contained many small purulent cavities, from which a 
probe readily passed into the diaphragmatic empyema, bat 
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direct communication between the bronchi and the empyema 
was not made out. The lang tissue around the abscesses 
was consolidated^ grej^ and oedematous. There were adhe- 
sions between the lower and upper lobes, but the upper lobe 
was normal^ and the rest of the pleura was free from 
adhesions. 

The bronchi and trachea contained pus from the lower 
lobe of the left lung. 

The right lung and pleura were normal^ as were also the 
heart and pericardium. 

Remarks by Mr, Haward, — On January 13 of the present 
year a paper was read before this Society by Dr. F. Gr. 
Penrose and Dr. Lee Dickinson on " Abscess beneath the 
Diaphragm in Connection with Perforating Gastric Ulcer/* 
in which^ besides describing the anatomy of such abscesses 
and the symptoms by which they may be recognised, the 
authors raised two surgical questions, namely, the best manner 
of draining the abscess, and the possibility of closing the hole 
in the stomach wall. 

The case now related is another illustration of perforating 
gastric ulcer and its treatment, and in spite of its fatal end 
affords very decided encouragement to prompt surgical 
interference. 

In the interesting paper* by Mr. J. W. Taylor of 
Birmingham, alluded to by Drs. Penrose and Lee Dickinson, 
it is shown that if a patient with gastric ulcer is seized with 
symptoms of perforation, and no surgical means are used for 
her relief, she will probably be dead within twenty-four 
hours. 

There can be no doubt, I think, that this patient would 
have been no exception to that statement, and that by the 
prompt opening of the abdomen she was rescued from impend- 
ing death. The commencing peritonitis was at once stopped ; 
any further escape of the contents of the stomach was pre- 
vented, and what had escaped was removed from the perito- 
neal cavity, and the condition of collapse was quickly 
recovered from. In fact, after the completion of the opera- 
tion the condition of the abdomen gave no further anxiety. 

But then, on the third day after operation, came that curious 
complication which has been observed in connection with so 
many cases of gastric ulcer, — inflammation and suppuration 
of the parotid glands.t 

* Birmingham Medical Bevieto, vol. xxiii, p. 155. 

t See a paper by Mr. Stephen Paget, Med. 800, Proo,, 1887 
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This gave rise to mnch pain and fever ; and on both sides, 
although free external incisions were made, pus was discharged 
through the auditory meatus — a route which it seems often to 
take in these cases. After a time, however, this trouble 
subsided, and it had nearly come to an end before the patient 
died. 

The really serious complication, that which caused the 
patient's death, was the inflammation and suppuration in 
the lower part of the left lung and pleura. 

This does not appear to have been part of a general 
septicaamia, but rather a direct conveyance by the lymphatics 
from the under to the upper surfarce of the diaphragm of 
some irritating material which had escaped from the stomach 
in the interval between the giving way of the ulcer and the 
opening of the abdomen. 

This is evidently what occurs in many cases of subphrenic 
abscess, there being no general septicsamia, but a local exten- 
sion of the inflammatory process through the left leaflet of 
the diaphragm to the pleura above. In seven of the ten 
cases recorded by Drs. Penrose and Dickinson, there were 
signs of inflammation, more or less intense, in the lower part 
of the left pleura or lung. 

Cases of perforating ulcer of the stomach may be divided 
into two classes : one class in which an ulcer, around which 
no adhesions have taken place, suddenly opens into the cavity 
of the peritoneum, and gives rise to the acute peritonitis which 
is rapidly fatal unless treated at once by abdominal section ; 
in this class the ulcer is probably upon the anterior wall of 
the stomach. The other class includes those cases in which 
protective adhesions have been formed around the ulcer, and 
only a slight and intermittent leakage of the contents of the 
stomach takes place, leading to the formation of a subphrenic 
abscess, and perhaps a diaphragmatic empyema. In this 
class the ulcer may be either on the anterior or posterior wall 
of the stomach."^ 

It seems to me that there must be a material difference in 
the surgical treatment of these two classes of cases. 

In the first, of which the case related is an example, abdo- 
minal section should be performed at the very earliest possible 
moment after the occurrence of symptoms of perforation ; 
the peritoneal cavity should be washed out with great care, so 
as to remove everything that has escaped from the stomach ; 

* Of the cases recorded by Drs. Penrose and Dickinson, in f onr the perfora- 
tion was on the posterior wall, in six on the anterior wall. 
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and an attempt should be made to close the hole in the 
stomach. 

The chance of saving the patient's life will depend greatly 
upon the promptitude of surgical interference; for every 
hour that passes after the giving way of the ulcer increases 
the severity of the collapse^ and brings the patient into a con- 
dition less able to bear the additional shock of an operation, 
— and besides this, gives time for the absorption of irritating 
material which has escaped from the stomach. 

This last consideration is of great importance, for it is diffi- 
cult to explain in the case under consideration the localised 
empyema ]ust above the part of the diaphragm corresponding 
to the situation of the ulcer, and the suppuration in the 
adjacent part of the left lung, except by supposing that some 
harmful material which had escaped from the stomach was 
taken up by the lymphatics during the fourteen hours which 
elapsed before the abdomen was opened. 

It is evident, moreover, for the same reasons, that too much 
care cannot be bestowed upon the cleansing of the peri- 
toneum. 

With regard to the surgical treatment of the perforation, 
it seems to me that the best plan would be to excise the ulcer, 
sew together the inner coats by a continuous stitch, and then 
bring the peritoneal surfaces into close apposition over this 
by Lembert's sutures. In the case here related the in- 
filtration of the stomach wall around the ulcer seemed to 
make it imprudent to attempt to close the opening by 
stitches; but I believe such thickening to be exceptional in 
the cases wherein no adhesions have formed, and at the 
post-mortem examination it was seen to have almost entirely 
disappeared. 

The incision opening the abdomen should, I think, be 
made in the middle line and above the umbilicus, as was done 
in the present case. This gave easy access to the stomach, 
and allowed a thorough examination of the organ. 

In the second class of cases to which I have alluded the 
ulcerative process is accompanied by a protective inflamma- 
tion which leads to the formation of adhesions around the 
ulcer, fixing the stomach to adjacent parts. These adhesions 
may either be incomplete or may be disturbed, and thus a 
slight and intermittent escape of fluid and gas may take 
place, giving rise to the formation of a subphrenic abscess, 
or it may be to a general peritonitis. In these cases there 
will have been pain and other signs of local inflammation for 
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some time before the occurrence of symptoms of perforation 
or of the formation of subphrenic abscess. Either of these 
events would call^ however^ for abdominal section^ and the 
same incision recommended for the first class of cases (t. e, 
between the ensiform cartilage and the umbilicus) would in. 
most instances be the best. But the difficulties attending any 
attempt to close the ulcer would be much greater in this than 
in the first class of cases. The fixation of the stomach by 
adhesions might make it impossible to find or examine the 
ulcer without a disturbance of the parts, which would not be 
justifiable. 

If, however, the adhesions had completely given way, or 
a large opening into the general cavity of the peritoneum 
was found, it would, I think, be right to treat the ulcer by 
excision and suture; or if that seemed impracticable to 
attach the margins of the ulcer to the edges of the abdominal 
wound and thus make a gastric fistula, as was done in the 
case here related. 

If the adhesions were firm and the opening small or 
inaccessible, it would probably be best to be content with 
washing out the peritoneum and keeping the stomach at rest 
by rectal feeding, watching carefully at the same time for 
any symptoms of subphrenic abscess, a sequence which would 
not be improbable. 

The anatomy and symptoms of subphrenic abscess have 
been so recently brought before the Society that I will say but 
little on that subject. Having regard, however, to the great 
importance of complete drainage of such an abscess, I am 
inclined to think that, whenever the anatomical limits of 
the abscess permit, it would be well to have, in addition to 
the opening in front, a counter-opening in the lower and 
posterior part of the cavity. 

It is notable that in the case here related the local infec- 
tion spread by the same route that has been so frequently 
observed in connection with subphrenic abscess, giving rise 
in the same way to a localised empyema immediately above 
the diaphragm. 

I failed to find this by my exploration of the pleura, 
the condition of the patient not warranting a prolonged 
search ; but in all such cases the probability of this complica- 
tion should be borne in mind, and the empyema evacuated as 
soon as possible. 

We are indebted to Mr. F. C. Kempson, Demonstrator of 
Anatomy in the Medical School of St. George's Hospital, for 
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the accompanying draninga, showing tlie relations of tlie 
empyema as seen at the poBt-mortem examination. 



Via. T.^Viacers of M. N., m removed from the bodj and leeu from behind. 
A, B. The line of section through the vijcera of the left aide, a, a, Longa. 
b. (Eaophagna. e, Diaphr&grm. d. Liver, e. Spleen, ^tf- Kidneys. 

Fie. 8. — Surface* eipoeed by section through line A, B. a,a, Leftlang. e,e. 
Kaphragm adherent to lung at x and to spleen, e, «. Spleea. t. Cavitj oon- 
taining pna. 



Addendum, July, 1893. 

Ad ultimately successful laparotomy for perforated ffastrio 
ulcer has been recently reported by Kriege* (operation by 
Hensner). The perforation was into the genera) peritoneal 
cavity, and it was closed by sutures about seventeen hours 
after its occurreiice. The patient did well at first, but at the 
end of the fifth week an empyema developed insidiously in 
the left pleura. This was opened, and six months after the 
laparatomy the patient was in good health. 

* Swl tlin. Woah., December G, 1B92. 
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Such an operation has been attempted or carried out more 
than once previously, but withont marked success.* 

Since this paper was written Mr. Gilford, of Beading, has 
published a partial success, the patient dying at the end of a 
month from septicaemia after many complications.f 

* Barling, Brit. Med, Joum., January 9, 1882 ; Parsons, Dublin Joum, of 
Med. 8cLt vol. ii, 1892; Anson, Lancet, March 4, 1893. 
t Brit. Med. Joum., May 6, 1898. 
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XXXVIII. — A case of Pulmonary Abscess communi- 
cating with the Posterior Mediastinum. By Alex- 
ander MoBisoN, M.D. Bead May 12, 1893. 

MBS. W.^ 86t. 32; short, stout, and not known to be suffering 
from any noteworthy disease, was delivered naturally 
of her second child on December 4, 1890, and made an un- 
eventful recovery. Towards the end of the same month she 
had a gumboil, which was not brought to my notice, as she 
did not wish to direct attention to the fact that she had a 
nearly complete set of false upper teeth, a fact which she had 
concealed from her husband for nearly two years by having 
retained them in her mouth frequently when their condition 
required their removal. On January 1, 1891, a cough, which 
she had had for some time, even previous to her accouche- 
ment, became more troublesome, and was now for the first 
time accompanied by an exhalation of a very offensive cha- 
racter. On examination, however, beyond some reddening of 
the fauces, nothing abnormal was detected, but her pulse 
became accelerated, and her temperature rose until, on the 
6th, it reached 101°, and on the 7th 104°. This continued 
pyrexia without locahsable mischief caused me to investigate 
her surroundings, and, although the patient was in luxurious 
circumstances, sewer-gas contamination from a defective 
drain under the house was discovered. Typhoid fever was 
consequently suspected ; there was, however, no characteristic 
eruption, and the stools, while they became liquid, retained, 
as a rule, a normal colour. One circumstance in the case, 
though difficult to explain at first, proved to be important. 
The cough was troublesome, and the patient found that on 
turning on to the left side it became much worse, and a 
greenish purulent discharge seemed without any effort to 
well up into her mouth, while the overpowering stench which 
accompanied it was such as to convert expectoration into 
retching. Vomiting, however, did not follow, and neither 
gaseous eructations nor alvine evacuations partook of the 
offensive odour in question. I therefore suspected that the 
nauseating material, wherever it came from, lay at the root 
both of the fever and subsequent sweating. On one occasion, 
moreover, there was some shivering. Having discovered that 
the patient had false teeth, very much to her annoyance, I in- 
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sisted upon their removal^ and found they concealed a row of 
foetid stumps, embedded in a soft spongy gum tissue^ and sur- 
rounded by some alveolar suppuration. The temperature soon 
after reached 105° P., and was, in tny opinion, partly emotional, 
as the patient was apparently quite as anxious that the falseness 
of her teeth should be concealed from her husband as alarmed 
about her own condition. The mouth was then thoroughly 
and continuously cleansed. 

On one occasion I found large r&les in the bronchial tubes 
anteriorly, especially to the right of the sternum. Next day 
all such had disappeared. 

On January 17 1 found comparative dulness at the right 
apex, with large crepitations both above and below the 
clavicle, and also in the upper scapular region posteriorly. 
On the evening of the same day these signs had vanished. 

On January 18 percussion over the right clavicle was 
slightly impaired, as also was vocal resonance at the right 
apex, and the only moist sound was a fine crepitation imme- 
diately below the clavicle at its outer portion. Cough 
and expectoration were now much less, and the material 
expectorated no longer so offensive and nauseating; diarrhoea 
ceased, the patient felt much better, the temperature was 
normal, and perspiration no longer excessive. 

This may be said to have been her condition on January 24. 
At 3 P.M. on that day her chest is noted as '^clear,'^ and 
"cough less.^^ At 8 p.m. on the same day, however, the 
cough became more troublesome, but there was no expectora- 
tion. On the 25th the temperature was still normal, but on 
the 26th it rose very slightly; on the 27th rather more, when 
the cough was troublesome, and there was some muco- 
purulent expectoration, and on the 28th the temperature 
stood at 101°; on the 31st it was 101*8°, the cough trouble- 
some, but the chest clear, and on February 1 the temperature 
was still 101*8°, there was a return of the offensive discharge 
with crepitation at the right apex, and next day (February 2) 
the temperature again fell to normal, the expectoration 
became less offensive, the crepitation less marked, and while 
the percussion note was doubtful, there was an increase of 
vocal resonance at the right apex. The patient was also 
slightly hoarse. The temperature remained normal until 
the 5th of February, when the right apex is noted as clear, 
and all offensive expectoration as gone. This was, however, 
but the prelude to a return of fever. At 2 p.m. on the 5th 
the temperature stood at 99°, slowly rose to 100° on the 



Dr. MoriBon's Caee of Pulmonary Abaceta. 191 

Fio. 9 



192 Dr. Morison's Case of Pulmonary Abscess. 

8th, reached 101° on the 9th, and on the 12th was 104°, when 
the expectoration is noted as offensive, and the patient com- 
plained of pain in the right side from front to back. There 
were no signs of lung or pleural inflammation on auscultation 
at this date. Next day the temperature had fallen to 101*2°, 
but again rose to 103*2°, falling on the 14th to 101°, and 
rising suddenly to 104*6°, when the expectoration is still 
noted as offensive, and there was also observed a fine 
crepitation at the right apex posteriorly, below the spine of 
the scapula. The temperature then fell on the 14th to 100*6° 
and on the 15th to 99*2°, but rose on the same evening to 103°, 
when the offensive expectoration is noted as being less. 
There was some crepitation still at the right apex posteriorly, 
but the respiratory murmur had distinctly diminished in the 
same position. The evidence now clearly pointed to an 
abscess on the posterior aspect of the right lung apex, which 
periodically discharged through the lung, and I suggested to 
the relatives of the patient the advisability of operative 
interference as soon as the accessibility of the abscess was 
manifest. 

On February 16 Dr. Broadbent was good enough to 
see the case with me, and detected, in addition to dulness at 
the right apex posteriorly, a sense of resistance on pressure 
in the supra-scapular region. He agreed that the evidence 
pointed to abscess, and surmised that the abscess was extra- 
pulmonary and had burst into the lung. Operative interfer- 
ence at this date was taken into consideration, but postponed 
on account of some uncertainty as to the precise locsklisation of 
the abscess. 

The temperature gradually fell to 99*2° on the 19th, and 
in the interval the physical signs recorded are — some pleu- 
ritic friction on the right side, large rales at the right base 
posteriorly, and bronchial breathing becoming amphoric in 
character at the right posterior apex. There was no accumu- 
lation of fluid in the pleural cavity. The left lung was 
normal. The temperature then fluctuated until the 23rd, when 
it rose to a higher level, when the recurrence of the offensive 
expectoration is also noted, and instant relief therewith of a 
tenderness detected the day before in the supra-scapular 
region. The patient now complained of pain on coughing, in 
the right breast, and there was some pleuritic friction on 
this side. 

On the 28th of February I have the following note of the 
patient's condition : — pulse 144; respiration 24 ; temp. 103*2°; 
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duloess to point of Bcapnla. posteriorly ; bronchophony, 
breathing almost cavernous in the sapra-scapnlar region; 
dalness less marked laterally than posteriorly at the same 
lerel j some crepitation below the point of the scapula ; base 
of the lung posteriorly clear ; anteriorly bronchophony at the 
right apes, and a fine crepitation to the level of the fifth rib ; 
pain on pressure to the right of the scapula. 

It was now quite clear that the patient was either to be 
allowed, to die without interference, or that a surgical opera- 
tion, already delayed, perhaps, too long, should take place at 
once. I asked Mr. Bryant to see the case with me with this 
object, which he did, and agreed to operate next day. This 
he accordingly did on March Ist, 1891. 

The patient having been auEesthetised by Dr. Oatlere, an 
incision was made passing from above downwards sjii slightly 
inwards towards the spine from the level of the first to that 
of the fifth dorsal spinous process, at a distance of 1^ inches 



Showing site of the operation wouud. 

from the middle line of the vertebral columu. The skin and 
superficial fascia, in which there was a considerable deposit 
of fat, having been cut through, the deep fascia and first 
layer of muscle (trapezius) were divided. Vessels having 
been twisted and the wound sponged, the divided muscle was 
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pushed aside towards and from the spine, and the oblique 
fibres and tendinous glisten of the rhomboid was displayed. 
This was next divided, vessels twisted, and parts pushed 
aside as before by the finger and with a blunt flat bone 
elevator. The finger could now feel the transverse processes 
of the vertebrsB, the angle of the ribs, and the posterior por- 
tion of the intercostal spaces. Finding that more room was 
now desirable, Mr. Bryant divided the tissues at right angles 
to, and from about the centre of the first incision, outwards 
towards the scapula, and down to the bottom of the wound. 
After arresting bleeding and sponging fche wound, two inter- 
costal spaces (the second and third) could now be seen, and 
Mr. Bryant elected to pierce the lower of these. A director 
was pushed through obliquely outwards and forwards. There 
was some venous oozing, and presently a few shreds of pus. 
The opening was enlarged by separating the blades of a 
dressing forceps mssed through it, when more pus escaped. 
Altogether a good teaspoonf ul was evacuated, but no more. 
The opening was gently enlarged by passing the point of the 
finger through the intercostal space. It could be felt to 
enter a space or cavity. The blood in the intercostal opening 
was seen to be influenced by the respiratory movements, but 
whether exclusively by pulmonary or costal movement could 
not be positively affirmed. A drainage tube was passed just 
sufficiently through the orifice to be caught, the wound 
stitched, and dusted with iodol and boric acid in equal parts, 
and covered with corrosive sublimate wool. 

Until the 9th of March the patient's condition had on the 
whole improved ; the chest signs remained much the same ; 
discharge escaped through the tube and from the surface of 
the wound. The latter became somewhat tense, and the 
stitches had to be removed; there was some erythema of 
neighbouring skin, and it was noted that air escaped through 
the tube on expiration and on cou&^hing. On March 4 the 
temperature ranged from 99*2° to 100 , the pulse averaged 130, 
and the respiration 24. The cough was chiefly troublesome 
when the patient was turned on to the left side, and then the 
expectoration also flowed up, as she expressed it, ^^like a 
stream/' and was most offensive. It was greenish and puru- 
lent in character. The back was stained blue from the cor- 
rosive wool ; the wound looked dry and inactive ; there was 
no interstitial emphysema, but air and pus jerked out of the 
tube on coughing. The physical signs in the chest were as 
follows : anteriorly, from the apex to the fifth or sixth rib. 



Dr. Morison's Case of Pulmonary Abscess. 195 

small crepitation ; resonance much the same as that of the 
left side, which was normal ; pleural friction below the breast 
and laterally. Posteriorly, dulness on percussion down to 
the point of the scapula. Bespiration decidedly diminished 
in the suprascapular region, and bronchophonic over the blade 
of the scapula; the base of the right lung was clear and 
without pleural friction. 

Next day there was a dusky discoloration round the site of 
the two lowest stitches, but the incision, except where it gave 
exit to the drainage tube, had, in great part, healed by first 
intention. Air .and pus jerked through the tube as before 
on coughing; expectoration which escaped when the patient 
changed her position was most offensive. 

From the evening of the 6th of March until 2 p.m. on the 
9th the temperature varied from normal, and even sub- 
normal (97-2^), to 99°, the pulse from 114 to 122, and the 
respirations from 24 to 36. The patient was conscious, and 
while the situation was naturally very grave, her condition 
was such as to justify some hope of recovery if the abscess 
could be satisfactorily drained. At 5.20 p.m. on the 9th, 
however, the temperature suddenly rose to 101*6°, and she 
had her first decided and unmistakable rigor ; at 6.20 the 
temperature was 102*4°, and the patient passed into a condi- 
tion of stupor, with rapidly failing circulation, from which 
she never rallied. At 4.30 p.m. on the 10th the rectal tem- 
perature was 97*8°, "and the patient died the same night. 
The wound, which had apparently united, gradually opened, 
and at the time of her death was an unhealthy gaping sore. 
There was no post-mortem examination of the body. The 
extent, precise situation, and origin of the diseased conditions 
can therefore only be conjectured. The clinical history of 
the case, however, contains much which may contribute to a 
suflSciently satisfactory explanation of its chief features. The 
first question which presents itself is, '' Did the abscess arise 
in a small infarct which had reached the periphery of the 
lung by way of the pulmonary artery, and thus cause suppu- 
ration, communicating at once with the cavity of a limiting 
pleuritis, and with the bronchial tubes ? or, did it originate 
in a limited extra-pulmonary suppuration in the cellular 
or glandular tissue of the posterior mediastinum, and burst 
into the lung ? *^ There is a good deal to be said for both 
views, and even now, although inclined to favour a pulmonary 
thrombotic origin, I cannot say I feel convinced in my own 
mind on the subject. 



196 Dr. Morison's Ociae of Pulmonary Abac&ss. 

Previous to her accoucliement on December 4, 1890, the 
patient evinced no evidence of illness, except a slight cough, 
to which neither she nor others attached importance. The 
accouchement itself was normal, and the puerperium free 
from any clinical complications. The weather was very cold 
at the time, and the patient remained in her room for a longer 
time than was absolutely necessary from her condition. A 
fortnight after the birth of her child she felt as well as pos- 
sible under the circumstances. About that time the cough, 
to which little importance was attached as it was not very 
troublesome and was unattended by constitutional disturb- 
ance, became worse, and by the end of the month was very 
troublesome, until, as I have stated, on the 1st of January, 
1891, it was accompanied by an offensive exhalation, at first 
perceptible only to the patient, and later to others also. All 
this would be compatible with the transportation and infarc- 
tion of a small uterine or other thrombus in an apparently 
aseptic case. On the other hand, the concealed reservoir of 
dental nastiness to which I have referred cannot be lost sight 
of, nor the possibility of glandular or other infection from 
this source. One would, however, have expected, had this 
been the cause, that some implication, however slight, of the 
intervening absorbent track would at one time or another 
have shown itself. There was absolutely no such implication. 
These considerations render it more probable to my mind 
that the former theory is correct, unless one assumes the 
existence of a pre-existing small limited empyema or abscess 
at the apex of the right lung posteriorly, of which no one had 
any suspicion, and which gave rise to no symptoms, unless the 
€Ough I have mentioned was due to it. There was no history 
of previous disease which could have had such a consequence. 

A small infarction, on the other hand, which could con- 
ceivably be derived either from a small thrombus from veins 
implicated in the peri-odontal inflammation, or from the uterine 
sinuses, could have produced cough without its being possible to 
localise the causal mischief, and could also have given rise to 
an areola of inflammation with limiting adhesion of the 
pleura in its neighbourhood, suppuration and erosion into a 
small extrapulmonary cavity, and escape along the bronchial 
tubes ; that the double communication existed, was proved by 
auscultation, the character of the expectoration, the evacua- 
tion of pus, although in very small quantities on operation, 
the issue of air and pus through the drainage-tube on expira- 
tion and on coughing, and the identity in odour between 
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the foul expectoration and the offensive discharge through 
the surgical wound. The comparatively limited implication 
of lung was, moreover, shown in the first instance by a cor- 
responding quietude in breathing, and later, when physical 
signs became more manifest, the rate of respiration cor- 
responded rather with the general constitutional disturbance 
than with a serious involvement of lung tissue. 

A third possibility which occurred to me at first in presence 
of the foetid expectoration, and the occasional presence of 
large crepitation in the bronchi, was that septic matter had 
entered the bronchial tubes from the foul secretions of the 
mouth. Dr. Hilton Fagge quotes Volkmann, as suggesting 
that septic matters may find their way into the lung, and 
cause gangrene by dropping from the Eustachian tube into 
the pharynx in cases of otorrhoea {Pract. of Med., vol. i, 
p. 909). It is, however, more probable that the mischief was 
due to a peripheral pulmonary embolism possible sources of 
which existed in this patient both in the mouth and in the 
uterus. But, the excessive rarity of the former source, 
and the comparative frequency of the latter indicate rather 
the organs of generation than those of mastication as the 
fons et origo mali. 

The alternative is a small unsuspected apex empyema or 
simple abscess in the posterior mediastinum. The cough the 
patient had previous to accouchment was occasional not con- 
stant, and in view of the subsequent history of the case, not 
incompatible with a throat irritation due to her foul mouth. 
It is, therefore, only as a remote possibility that I should feel 
disposed to associate this with the subsequent development of 
the case. 

An abscess due to pulmonary thrombosis, may, moreover, 
have few local signs. Langenbeck has recorded one such case 
(Joum. f Kinderkr., xxxvi, 75 to 89. 1861), in which an 
abscess of the right lung due to transportation of a thrombus 
from the superior longitudinal sinus of the dura mater was 
visible through the pleura, and caused constant and distres- 
sing cough. The abscess cavity in this case was only the 
size of a chestnut and gave no diagnostic signs on auscultation 
or percussion, and was only detected post mortem. Again, had 
the original disease been extrapulmonary in the case I have 
related, it is probable that before the well-marked signs 
pointing to local disease had' developed, there would have been 
some indication of a limited pneumothorax, such as the 
amphoric breathing which appeared later. There was none 
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mch, and the pasa^^ which oltimately allowed air to escape 
through the woand only became sii£Scient for this pnrpoBe 
some d^s after the operation. 

Dr. Peacock has recorded a case {Trimtactiong of the Patho- 
logical Society, ziz, p. 243) in which an hepatic abscesa dis- 



charged throagh the lungs, and in which there was a limited 
area tympanitic on percussion. This spot waa marked, he says, 
by " a somewhat amphoric sound." 

The thickness of the suprascapular region may have 
obscured a tympanitic note on percussion in my case, but it 
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did not prevent the detection of the amphoric breathing, which 
established itself later, and indicated an air-containing cavity. 
A similar physical sign led to the successful exploration and 
treatment of a very interesting case of pulmonary abscess 
related by Dr. Herbert P. Hawkins in the Transactions of the 
Clinical Society , vol. xxiv. 

Dr. E. W. Burnet also exhibited a specimen which is 
recorded in the Transactions of the Pathological Society (vol. 
xxxiii, p. 191), in which an abscess cavity two inches in length 
communicated on the one hand with the bronchi of the right 
lung near its base, and on the other with the oesophagus. 
There was also carcinoma of the oesophagus and cardiac end 
of the stomach. There is no record of the pulmonary clinical 
history. The bronchi are, however, stated to have been full 
of offensive purulent matter. 

Treatment was directed towards maintaining strength, 
reducing fever, and disinfecting the lung and mouth. Anti- 
pyrine seemed to have an influence in temporarily reducing 
fever, and inhalations of oil of eucalyptus were employed to 
deodorise and disinfect the nauseating expectoration. 

The temperature charts were carefully kept throughout 
the illness, and I have appended a fragment of special interest 
as showing the relief of symptoms on the escape of matter in 
the earlier stage of the illness, and the very gradual but steady 
rise of temperature which marked the reaccumulation of the 
abscess, and preceded the great febrile movement which 
denoted constitutional infection. Had it been possible at this 
stage to drain the abscess effectually it is permissible to 
think that the issue of the case might have been different. 

Recording defeat is never a grateful task, but the study of 
failure may be useful in organising future success ; and it is 
in the hope that the history of this case may prove so, that I 
have ventured to relate it. 
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XXXIX. — A case of Excision of the Cddcum^ in which 
the two ends of the divided Bowel were successfully 
united by a continuous silk suture. By W. Beuoe 
Claeke. Bead May 12, 1893. 

AMONGST the many questions that are exercising the minds 
of surgeons at the present time, none perhaps is more 
important, than the determination of what is the best method 
of uniting two divided portions of bowel. It is unnecessary 
to repeat the various plans, from Senn's plates downwards, 
which have been advocated for the purpose, but the following 
case seems worthy of record, inasmuch as the simplest of all 
plans, viz. a continuous suture, was employed and was attended 
with an excellent result. The boy is present here to-night 
together with the preparation comprising his caecum and 
adjacent portions of his large and small intestine which were 
removed at the operation. 

R. H., 89t. 4, was admitted into St. Bartholomew's Hos- 
pital on April 1, 1892, suffering from a right inguinal hernia. 
He was sent up to me from Cardiff with the following history. 

He had a hernia at birth, and the sac could never be com- 
pletely emptied of its contents. At two years of age he was 
operated on at Cardiff, but it was found to be impossible 
to return the intestine into the abdomen, and the wound was 
therefore closed. A good recovery resulted, but the hernia 
was in statu quo. 

Present condition. — There is a large hernia on the right 
side about the size of an orange. It is partly resonant to per- 
cussion, and only partially reducible. Over the upper part of 
the swelling there is a puckered cicatrix at the seat of the 
former operation wound. 

April 7, 1892. — The patient was placed under chloroform 
and an incision made about two inches in length in the direc- 
tion of the old cicatrix. The tissues were much matted 
together. The incision was gradually extended in depth, but 
no sac was reached, and eventually an opening was made 
into the intestine. Finding that it was impossible to reach 
the sac in this situation, the incision was carried further up- 
wards in the direction of the inguinal canal, and the peritoneal 
cavity opened higher up. On inserting the finger into the 
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caviiy, the hernia was found to consist of the caecum and 
vermiform appendix with about two inches of small and of 
large intestine. There appeared to be no hernial sac in 
the first part of the swelling at all, the caecum being firmly 
adherent to the scrotum and testicle. Behind the caecum, 
however, and towards the back of the scrotum there was a 
well-formed peritoneal sac communicating with the general 
peritoneal cavity by a wide mouth. 

It was perfectly evident that any attempt to dissect out 
the hernia from the scrotum, and return it into the abdominal 
cavity would be all but impossible ; and dangerous as well on 
account of the hole made into the intestine early in the opera- 
tion, whilst merely to close up the wound left the child in 
precisely the same condition as he was before the operation. 
Such being the case I decided to cut across the small and 
large intestines where they entered the sac, a proceeding which 
would involve but little handling of the parts, and could be 
rapidly accomplished. The child had already been some time 
under the anaesthetic, and it was therefore advisable to finish 
the operation as soon as one reasonably could. 

Mr. Bowlby, who was assisting me, held the ends of the 
small and large intestine where they entered the sac whilst I 
divided them with a pair of scissors. The only Sennas plates 
which were at hand were so large and appeared so ill-suited 
to effect the junction of such small intestines, that I decided 
to unite them simply by suture. 

A V-shaped piece of the mesentery by which both pieces 
of intestine were attached to the abdominal wall was excised, 
and the edges rapidly united by a continuous silk suture, 
which at the same time arrested all haemorrhage. The free 
edges of the peritoneal and muscular coats of the cut ends of 
intestine were then united also by a continuous suture, the 
stitches being placed rather further apart in the large intestine 
than in the small, so as to make the two ends fit accurately 
together. As soon as this row of stitches was completed, a 
second row of continuous stitches was made to encircle the 
large and small intestines about an eighth of an inch further 
from their two cut ends. By this means the small intestine 
was invaginated into the large for a short distance. 

The encircling rows of stitches were not in the strictest 
sense of the term a continuous suture, because they were 
fastened off three times in each case so as to prevent the 
dragging on the stitches in one part of the circumference of 
the bowel, making them loose in another portion and thus 
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encouragiBg leakage. The peritoneu;n, which had been pro- 
tected bj a sponge^ was not in any way soiled^ so that the 
opening into the abdominal cavity was speedily closed by 
three or four sutores. 

On examining the contents of the hernial sac^ it was at 
once evident that they were so closely adherent to the testicle 
that no attempt could be made to separate them. The whole 
contents of the sac^ together with a portion of the scrotal 
wall, were therefore removed en masse. The spermatic cord 
was very tense, and seemed to be dragging the contents of 
the hernial sac up towards the abdomen. It was securely 
ligatured before division, and no sooner was it severed than it 
disappeared up under the peritoneum out of sight. The 
edges of the scrotum were brought together with a continu- 
ous suture, and the wound dressed with cyanide gauze. 

The operation had lasted over an hour,* and the patient 
was much exhausted. A few teaspoonfuls of miUs and 
brandy were administered at once, and ^ grain of morphia, 
so as to ensure absolute quiet. As soon as the effect of the 
chloroform had begun to pass off the patient exhibited signs 
of great restlessness, and the pulse was very rapid and 
could scarcely be counted. Another -^ grain of morphia 
was administered, and also a few teaspoonfuls of milk and 
brandy, and directions were given to the house surgeon, 
Mr. Thomas, to administer morphia in sufficient quantity to 
ensure absolute quiet on the part of the patient. 

April 8. — On the next day there is a note in the afternoon 
stating that during the twenty-four hours which had elapsed 
since the operation seven doses of morphia had been admin- 
istered, 3^ grain on each occasion. Up to 8 a.m. the child 
had been very restless, but had slept from 1 1 a.m. to 3 p.m. 
There had been no vomiting. Five ounces of milk with a 
little lime water and three drachms of brandy had been taken 
by mouth. 

After this time the boy went on uninterruptedly well. 
On the third day he took fifteen ounces of milk and lime 
water, and passed flatus abundantly. 

April 12, i. e. five days after the operation, the wound was 
dressed, and found to be completely healed. All stitches 
were removed. 

* The time was taken up in finding out the exact condition which had to be 
dealt with. The actual intestinal snture, when once it was determined on» 
including the closure of the wound, did not occupy more than a quarter of an 
hour. 
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April 13 and 14. — There was some tenesmus and restless- 
ness on account of a motion whicli would not come away^ and 
some morphia was administered to ensure quiet. At last 
(April 14) the motion passed^ and all tenesmus disappeared. 

April 18. — Said he felt hungry, and had some solid food 
in the shape of soaked biscuits for the first time. 

April 25. — ^Had minced fish to eat, and got up for the first 
time. 

May 12. — ^Went home to Cardiff. There was no trace of 
hernia or bulging at the seat of operation. 

Since writing the above I have had the pleasure of 
reading a case published by Mr. Treves in the Lancet for 
March 11, 1893, p. 521, in which a somewhat similar plan of 
uniting the bowel was adopted after the removal of an epi- 
theliomatous growth from the sigmoid flexure, and with 
perfect success. I am glad to find myself in agreement with 
so distinguished a surgeon in recommending a simple method 
of intestinal suture instead of the somewhat complicated plans 
which have hitherto found most favour. 
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XL. — Case of Psevdo-bulbar Paralysis, probably due to 
a lesion in each cerebral hemisphei^e. By G. 
Newton Pitt. Bead May 12, 1893. {The patient 
had been exhibited as a * living specimen.*) 

JC, 8Bt. 51, labourer's foreman, married, has four healtlij 
• children. His wife died of alcoholism six months ago,, 
and he is said to have been intemperate. A year ago he 
consulted Dr. Nichols for some ulceration of his right leg 
following an injury. There is a pigmented, depressed scar 
on the front of the leg above the ankle. 

He was in perfect health until last Christmas when he 
had an attack of slight right hemiplegia affecting his face 
and arm, with some difficulty in distinct articulation, but no 
aphasia. The right side of the face was markedly paralysed 
and this has persisted. He has not been able since then to 
close his right eye, except momentarily. The mouth was 
drawn to the left. For about two weeks he was unable to 
use his right hand, but could move the shoulder and elbow- 

{'oints. For three weeks he could not write, and for two weeks 
le could neither feed nor dress himself, after this he regained 
the use of his hand. The inside of his mouth felt as if it 
were swollen. He was able to protrude his tongue. Last 
April he had an attack of pleurisy. There is no history of 
syphilis. He was under treatment for a month. 

Since then he has been to work regularly ; and with the 
exception of some facial paresis and difficulty in mastication 
he had recovered completely. 

On February 25 he went to work as usual. At 9.30 a.m. 
he felt very giddy and noticed some numbness about his left 
hand and face. He found he was speechless and could not 
utter a sound. He did not lose consciousness. He went 
home and found his speech suddenly returned to him un- 
impaired. He was able to describe his attack fully. During 
the day he lost his speech five times, and after each occasion 
except the last it suddenly, after an interval, returned, and, 
for a time he was able to talk freely and correctly. Since 
5 P.M. on February 25 he has been unable to utter any sound, 
and with each loss of speech he has been quite unable to 
swallow. If he takes fluid into his mouth he is unable to 
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pass it into the pharynx^ but on one or two occasions it lias 
set up a sudden explosive cough. 

During the day he felt well except for the symptoms to 
be described. Numbness with paresis of the left upper 
extremity, paralysis of voluntary movement of the muscles on 
both sides of the face, immobility of the tongue, inability to 
open or close his mouth more than half an inch except when 
he yawns, absolute speechlessness, and inability to swallow. 

His condition remained unchanged until on February 27 
at 10 P.M. when I saw him, sixty hours after the onset of his 
attack, during which time he had not been able to swallow 
anything. He walked into the ward from the gate of the 
hospital and came under the care of Dr. Goodhart, to whose 
kindness I am indebted for permission to publish the case. 

He is of a ruddy complexion, well developed, and looks 
healthy. His face is expressionless, and the normal facial 
lines are absent. He is quite unable to raise or move his lips, 
to whistle, to wrinkle his forehead, or to move any facial 
muscles, in factj except to close his eyelids momentarily, but 
he cannot shut his eyes tightly. A sudden movement in 
front of his face causes him to wink slightly. When told to 
laugh he is unable to move his face, but he can smile when 
amused. The skin of his face and limbs is hyperaemic and 
perspires readily. The con]unctiva9 are congested. 

There is no diplopia and no paralysis of his ocular muscles, 
but when told to follow an object he does so, imperfectly and 
slowly ; when one eyelid is closed he is unable to move the 
other. His eyelids are closed in sleep. 

The pupils are of medium size, and react to light and 
accommodation. 

The optic discs are hyperaemic, but otherwise normal. 
Sensation over the head is normal. 

His mouth remains open a quarter of an inch, and he can 
open the lower jaw as much more. Even with a gag, how- 
ever, it is found that there is considerable resistance to 
further opening. He cannot close his teeth, and his mas- 
seters and temporals can only contract feebly. He cannot 
move his jaw sideways with his pterygoids. His mouth and 
breath are foul. The right cheek, since Christmas, has been 
liable to be bitten ; his gums are congested and ulcerating 
slightly round the teeth, and there are unhealthy irritable 
ulcers on the lips, &c. 

His tongue lies motionless in his mouth, and he is quite 
unable to move it, but when an attempt was made to pass an 
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oesopliageal tube throagh the montli the tongue moved. The 
muscle is not atrophied^ nor is there fibrillar twitching. 

It is not possible to see the palate^ but it probably does 
not move, as he snores whenever he squeezes firmly with hiff 
hand^ or on any other exertion. 

He is able to breathe in and out freely, and there is na 
dyspnoea or respiratory obstruction. He cannot cough volun- 
tarily, but when a nasal tube passed into the larynx he 
coughed, and when saliva or liquid reaches his larynx he 
coughs. The cough-reflex is therefore present. He can 
emit no sound. When he attempts to phonate or swallow, 
the larynx and hyoid do not move. 

Since the onset of his attack on February 25 he has 
been unable to swaUow anything. If he takes liquid into 
his mouth it either does not pass into the pharynx, or if it 
does it sets up a cough and is at once expelled. On admis- 
sion his thirst was so intense that, powerful man as he was, 
he had cried at home in consequence. 

He is able to move all his limbs, but the grasp of both 
hands is feeble — R. 86 lbs., L. 60 lbs. The knee-jerks are 
brisk, the left being the more marked. No difficulty with 
regard to micturition. No anaesthesia, but when the left hand 
is rubbed it gives him an abnormal and painful sensation. 
Sensibility to touch and taste is retained in the tongue. No 
wasting nor fibrillar twitchings of any muscles. His vision 
is good. 

Chest emphysematous. The diaphragm and the thoracic 
muscles move normally. 

His hearing is good. He is able to write perfectly, and 
is very intelligent. When a hand is brought down suddenly 
in front of his eyes he sometimes winks, and this reflex is 
more vigorous than when the ordinary winking takes place. 
The hyoid bone remains motionless when he is told to attempt 
to swallow, but moves at once when fluid has collected in the 
pharynx. 

His walk is normal ; he is not ataxic, and has no rigidity. 
He can turn his head in all directions quite normally. 

When told to take a deep breath it sometimes happens 
that the epigastrium is sucked in, owing to the diaphragm 
not contracting simultaneously with the intercostals, but 
after two or three deep inspirations they work together. 

The urine is of a sp. gr. 1020 and contains albumen, but 
is free from sugar. 

His muscular sense is normal. The saliva runs from his 
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mouth slightly, and the lower lip is slightly pendulous. 
There is some sub-conjunctival oedema. The left knee-jerk 
is brisker than the right, there is no clonus. The electrical 
reactions of the facial muscles are normal. 

The liver and spleen are enlarged. 

There has been numbness over the left hand up to the 
wrist since February 25, 1893. 

Since he has been in the hospital his condition has 
remained unchanged. He is fed three times a day with a 
nasal tube, and has been taking biniodide of mercury. 

At first he was fed with an oesophageal tube, but opening 
the mouth with a gag gave him so much pain it was necessary 
to feed him instead through the nose. The ulcerative stoma- 
titis was treated with chlorate of potash, permanganate of 
potash, and boric lotions, and gradually cleared up. 

March 7. — ^Normal weight 14 st. 3 lbs., weight in Febru- 
ary 12 St. 3 lbs., present weight 9 st. 3 lbs. 

April 7. — He is now fed with oesophageal tube without 
diflSculty, and passes the tube himself. 

April 10. — ^An attempt was made to look at his larynx, 
but the violent reflex contractions of the tongue when it was 
pulled even slightly quite prevented this. 

April 14. — Electrical examination of muscles: levator- 
labii superioris, occipito frontalis, orbicularis palpebrarum 
reacted normally to faradism and galvanism ; the zygomatici 
did not react to faradism, but reacted normally to galvanism ; 
the buccinators acted neither to faradism nor galvanism. He 
has vomited once while in the hospital. 

The urine generally contains J — 1 part per 1000 of albu- 
men, the urea varies from 2 to 2*5 per cent., and the sp. gr. 
from 1011 to 1020; uric acid crystals readily deposit; the 
amount varies from two to four pints. 

April 26. — The patient feeds himself with a tube, he went 
home to-day. He is able to walk about, but he is still with- 
out any voluntary power in the facial, masticatory, pharyngeal, 
and laryngeal muscles, although the reflex movements remain 
unimpaired. There is no fibrillar tremor, and no wasting. 
The saliva does not run so much from his mouth, which is 
always open; he possibly swallows slightly better, and can 
open his mouth rather wider. 

I am indebted to Mr. W. H. Jewell for the notes of this 
patient while in the hospital. 

Since Dr. Hughlings Jackson drew attention in this 
country in 1869 to the possibility of acute glosso-labio-laryn- 
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geal paralysis being due to two distinct lesions^ one in each 
cerebral hemisphere^ several sach cases have been recorded. 
He particalarlj insisted that if a patient who has had an attack 
of hemiplegia be afterwards affected with paralysis^ in which 
difficulty of swallowing is a marked feature, it is most pro- 
bable that there is a second- lesion in the opposite hemi- 
sphere. 

Among others, a case of Dr. Jackson's was published by 
Dr. Taylor, in the Lancet for December 10, 1892. 

Dr. Boss also contributed an admirable paper on " Pseudo- 
Bulbar Paralysis" in Brain, vol. v, p. 145. 

An elaborate paper, by Boulay, in Oaz. des HopitaiLx, 
July, 1891, is condensed in Brain, vol. xiv, p. 352, by Mr. R, 
Atkinson. 

To these papers, especially the last, I am indebted for my 
knowledge of the literature of the subject. 

Over thirty-three cases of pseudo-bulbar paralysis have 
been published, and in twenty-five there has been a post- 
mortem examination; in most cases bilateral lesions were 
found, and frequently they were symmetrical. In five cases, 
however, one of the hemispheres was found to be normal. 

The lesions may be in the cortex, as in a case of Dr. 
Barlow's, in which there was softening in the second and 
third frontal convolutions on both sides. Usually in such 
cases the pseudo-bulbar symptoms have been incomplete. 

In the majority of cases the lesions have been in the basal 
ganglia, and it is remarkable how frequently the outer third 
of the lenticular nucleus has been involved, and not infre- 
quently the two lesions have been limited to this part. 

The lesions are usually patches of softening or of haemor- 
rhage, in half the cases the cerebral vessels were atheroma- 
tous, and half the patients have been above the age of sixty. 

In three cases published by Otto lesions have been found 
in the medulla as well as in the hemispheres, but in others 
minute search has shown the medulla to have been normal. 

The typical symptoms of a pseudo-bulbar paralysis, as 
distinct from a progressive bulbar paralysis, are an attack of 
hemiplegia, with more or less difficulty in articulation, fol- 
lowed after a longer or shorter interval (often months) by an 
attack of hemiplegia upon the opposite side, with which is 
associated great difficulty in swallowing, in articulating, and in 
moving the lips and tongue voluntarily. Saliva runs from the 
mouth. The patient understands what is said, but his speech 
is very indistinct and embarrassed. There is, however, no 
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fibrUlar twitching, no atrophy, no one-sided sensory disturb- 
ance, no great pyrexia, no circulatory or respiratory disturb- 
ances. The patients are not aphasic. The onset is sudden, 
and the paralysis of the various muscles is practically simul- 
taneous, and does not progress. The masticatory muscles 
are affected at the outset of the illness, and not only in the 
last stage. 

Now that attention has been drawn to the main symptoms 
the diagnosis of these cases is often feasible. In the present 
case it is to be noted that the first attack last Christmas was 
one of slight difficulty of articulation, with paresis of the 
right arm and face, the latter alone persisting. 

Two months later there was an acute attack of paresis of 
the left arm and face, due to such a small lesion that the 
patient never lost consciousness ; yet he at once became abso- 
lutely unable to swallow, to move his tongue or lips, or to 
utter a sound. The fibres to these regions had already been 
cut off from the left cortex, and a corresponding lesion on 
the opposite side led to complete paralysis of these groups of 
muscles. All these movements, it should be noted, are nor- 
mally bilateral movements, and as such are innervated from 
either side of the brain; it has been established that such 
movements suffer but little with a lesion on one side of the 
brain, but very severely with a bilateral lesion. 

Since the affection of consciousness was so slight the 
lesions must be small, and hence probably near to where the 
corresponding fibres are packed closely together, which is at 
the genu of the internal capsule. 

It should particularly be noted that the patient cannot 
cough, except when the larynx is irritated, nor move his 
tongue nor soft palate, except when they are irritated; he 
cannot move his facial muscles, but when amused he smiles ; 
he cannot close his eyelids voluntarily, but he can wink. 
In other words, the reflex actions are well marked, while the 
voluntary are in abeyance ; a most conclusive argument f pr 
supposing that the lesions lie between the cortex and the 
nuclei in the pons and medulla. 

The case is especially remarkable because the paralysis is 
more complete and marked than in any of the cases previously 
recorded. 

The movements of the jaw are almost abolished ; in none 
of the other cases was the paralysis of the larynx, of the 
tongue, and of the upper part of the face complete. 

The patient has chronic Bright^s disease. It may reason- 
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ably be concluded that the symptoms are due to two small 
lesions secondary to atheromatous arteries^ two small patches 
either of softening or hsamorrhages^ in the regfion of the 
genu of the internal capsule^ one on each side of the brain. 
There is no evidence to lead us to suspect that the pons and 
medulla are anythinfir but normal. 

The progno^s in these cases is nncertaiB. If they survive 
the acute attacks^ they are liable to further ones which need 
not occur for some months and may prove fatal. Otherwise, 
they may die from the associated chronic Bright^s disease or 
f ungating endocarditis, or fi*om. septic pneumonia due to the 
pharyngeal paralysis. 



For the further clinical history and the pathological report 
of this case see page 250. 
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XLI. — Intestinal Obstruction from Gall-stone; opera- 
tion. By Robert Nairn. Bead May 12, 1893. 
{Introduced by the President.) 

LC, female, 75, fat but healthy-looking. First seen 
• September 28, 1892. Vomiting ; bowels not open for 
twenty-four hours. Has taken castor oil, which was re- 
jected. Pulse good. Temperature normal. Tongue very 
foul. Vomited matter dark green. Slight pain on pressure 
in right iliac region. No tympanites. No blood ever passed 
by bowel. States she has had similar " bilious attacks.^' 
No symptoms and no history pointing to gall-stones. 

Ordered a simple enema and a mixture of bismuth and 
hydrocyanic acid and given a draught of Tr. Opii n\^xxv. 

September 29. — ^Enema said to have acted slightly. 
Vomiting less. No pain. Some flatus passed. 

October 1. — Stercoraceous vomiting. 

October 3. — Seen by Sir Dyce Duckworth, who recom- 
mended operation if the obstruction was not relieved by the 
following day. 

October 4. — Chloroform. Abdomen opened by median 
incision. Cascum normal. Some hardened fasces in ascend- 
ing colon. Latter could not be followed into transverse 
portion on account of adhesions under the liver. Descending 
colon empty. 

Small intestine collapsed, followed upwards. A calculus 
was found blocking the jejunum with dilated intestine above 
it. An attempt was made to press the calculus downwards, 
but this was impossible. It was then moved up about 2 inches 
and the intestine opened after tying above and below with 
elastic bands. The calculus, which was almost spherical^ 
measured 3 inches in circumference. 

The intestine was closed with fine silk (Lembert's) sutures 
after thoroughly washing with warm boracic lotion. A con- 
tinuous suture was put over the Lembert^s. 

The intestine was then examine upwards and was found 
to be adherent in the region of the gall-bladder. 

The sutured part was finally examined, abdomen douched 
with warm boracic lotion, and dried with Gamgee " sponges." 

Abdominal incision sutured with wire and continuous silk. 
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The operation lasted one honr and twenty minutes. The 
patientPs condition seemed good. False good^ and extremities 
warm. She said she felt quite comfortable after she was in 
bed. 

Went on well for nine and a half hours^ then she became 
suddenly cold with feeble palse, and died in half an hour. 

No post-mortem examination. 

I wish to add that the case was under the care of Mr. 
A. C. Brock. 
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XLII. — Case of Golitis with Ulceration treated by In^ 
guinal Gototorn/y and local treatment of the ulcerated 
surfaces^ vrith subsequent closure of the artificial 
anus. By Mayo Robson. Bead May 26, 1893. 

I^HE following case^ which failed to yield to carefcd medical 
treatment^ and to various forms of surgical treatment 
applied per anum, would seem to me to be most accurately 
described as one of Colitis and Proctitis with ulceration^ and 
Kke other cases described in text-books and in the journals, 
the cause was as obscure as the treatment was difficult. As 
all the ordinary forms of medical treatment failed to relieve 
and as treatment per anwm, proved useless or worse, I 
decided to open the colon, and through the artificial anus to 
regularly wash out the ulcerated mucous canal, thus hoping 
to cure the ulceration, and to close the fsscal fistula when the 
disease was cured. 

The following notes of the case were furnished by my 
house surgeon, Mr. Basil Hall, M.B., C.M.Cantab. 

E. W., 83t. 37, a domestic servant and single, gave the 
history of having been in good health up to March, 1890, when 
without apparent cause, she began to suffer from pain, bleeding, 
and a mucous discharge from the anus on defecation, which 
was too frequently repeated. 

In May she was admitted to the Leeds Infirmary, when 
examination of the rectum by the speculum revealed a granular 
condition with several ulcerated spots, and under an anees- 
thetic the insertion of a Fergusson^s vaginal speculum showed 
the condition to prevail as high up the bowel as exploration 
could be effected. The anus was dilated and nitric acid 
applied to the granular surface. This did not give much 
relief and the bleeding still continued. The amount of blood 
lost varied from one drachm to two ounces on different days. 

Under the use of large hammamelis injections and the 
administration of ipecacuanha and hammamelis internally, 
she obtained a little relief and was sent to a convalescent 
home. In September, 1890, she returned to the Infirmary 
as the amount of blood lost was increasing. The discharge 
was sometimes bright red in colour, sometimes brownish. 
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contained blood-cells both red and white^ and a quantity of 
mucus. 

Her general health was sufferings and she showed signs of 
ansBmia. 

The anus was again dilated and the bleeding ulcers^ as 
many as could be seen through a vaginal speculum^ were 
lightly touched with the actual cautery, after which boracic 
acid injections were used thrice daily. This gave some little 
relief. In October the discharge became more purulent, but 
still contained blood. 

In November she was discharged feeling a little better, 
but stm passing blood with the motion. 

After this she was treated medically both in the infirmary 
and by physicians unconnected with the hospital, but although 
opium, astringents, and ipecacuanha in large doses were tried 
internally, and various astringent and emmolient injections 
were employed, she returned after seven months in an anaBmio 
condition and in a state of mental and physical depression. 
The pain over the sigmoid flexure made me certain that the 
disease had extended, and the passage of ^^ casts '' of the large 
bowel with mucus and blood clearly pointed to the need of 
other remedial measures. 

On June 28, 1891, the first stage of inguinal colotomy 
was performed, the bowel being opened four days later. On 
opening the bowel the mucous membrane was found to be in 
a sloughy ulcerated condition, and was worse than examina- 
tion by the rectum would have led one to suppose. 

In the middle of July, as simple rest to the bowel showed 
no sign of affording relief, the bowel was irrigated daily with 
alum lotion, from the anus to the colotomy opening and vice 
versa. This, however, gave very little relief, and in August 
fibrinous casts were still beiiig passed per anum. 

In September, after other astringent injections had been 
tried, the rectum and colon were syringed out with half an 
ounce of hammamelis to a pint of water daily. The dis- 
charge was very offensive and contained large thick mem- 
branous casts of the rectum, some of the casts forming tubes 
two inches in length. 

Towards the end of September boracic acid solution, i oz. 
to a pint of water was used, the irrigations being carried out 
freely night and morning. 

In October the *^ casts '* were fewer in number and the 
discharge was not only less in amount but sweeter, and did 
not contain blood. 
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November 1. — The report states : " Still a little discharge 
of pus and mucus, but no casts/^ 

November 16. — General condition much improved. Very 
little discharge. Made an out-patient. 

December 1. — As the rectum and colon appeared to be 
healthy and all abnormal discharge had disappeared^ she was 
again admitted into hospital and the faacal fistula was closed 
by a plastic operation on December 3rd. 

The wound healed by first intention except a minute fistula 
just admitting a probe, and this ultimately closed after being 
touched with the actual cautery. 

In February the patient reported herself as quite well, 
except for constipation. 

In March I had a letter from Dr. Coombs, of Bedford, to 
say that he had seen the patient and that she appeared to be, 
and reported herself, quite well. 

It will be seen that the course pursued was fuUy justified 
by events, and the patient was apparently cured of a disease 
which would otherwise, in all probability, have ended as 
similar ones have done, in death from exhaustion, if not 
from some intercurrent complication as haemorrhage or peri- 
tonitis. 

It would seem to me feasible and advisable to treat other 
chronic ulcerations of the bowel in a similar way after the 
failure of all ordinary medical treatment. 

Fortunately in this case inguinal colotomy, an operation 
attended with practically no risk, enabled me to reach the 
disease, but if the affection in another case extended higher, 
I should not hesitate to open the bowel in any part of its 
course in order to adopt local treatment. 
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XLIII. — Two cases of Chronic Albuminuria^ one of 
twenty-five years and the other of forty-three 
year 8^ duration; remarks on chronic albuminuria. 
By Francis Hawkins, M.B. Bead May 26, 1893. 

XY. Z., a gentleman aet. 49^ married^ was brought to 
• me in January (1893) £or an opinion as to the advis- 
ability of applying for a life assurance policy. The reason 
assigned for seeking such opinion was that albumen had been 
known to be present in the urine for the past twenty-five 
years^ and that while a previous proposal had been accepted 
by one or more offices, it had been rejected by many. 

Fandly history. — Beyond the fact that his father, who had 
good health, died suddenly, at the age of 56, there is nothing 
important to note. 

Personal history. — So far as he knows, he has never had 
scarlet fever and/with the exception of measles, has never 
been ill. There has never been any swelling under the eyes. 
The sight has always been good, and there hka been no desire 
to micturate during the night. He has always lived a country 
life, and hunted four or five times a week, being now and 
having been for some years past master of the hounds. 
Twenty-five years ago when making application for life 
insurance, albumen being found in the urine his proposal was 
rejected. A few years later he placed himself under the care 
of the late Sir William G-uU, who enjoined strict regimen as 
to diet; and I may here add that although this gentleman 
has been very abstemious as to his food and was at one time 
a total abstainer, the urine has, on every occasion of an 
examination, been found to contain albumen. 

Examination of the patient. — He is of medium height, 
spare and wiry. The muscles are well developed. Skin 
slightly rough, and in parts somewhat scaly. The brachial 
arteries pulsate slightly. 

Heart. — Apex beat is displaced to the nipple line, the 
sounds at the base being accentuated, those at the apex 
normal. 

The pulse is regular, and there is no marked tension. 

Before giving the results of my examination of the urine, 
it should be stated that the day previous to consulting me 
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was spent in hunting ; the covert was broken early and a 
long run enjoyed. This implies severe muscular exercise. 
In the evening a champagne dinner was indulged in. 

Urme. — It was clear^ and of a dark amber colour; specific 
gravity 1025. With heat a dense white precipitate was 
thrown down, which on the addition of cold nitric acid, 
increased. On standing twenty- four hours one third of the 
urine consisted of this white precipitate (albumen) . 

Microscopically, — Coloured and colourless uric acid crystals 
were seen. 

Being much interested in this case I asked my friend 
Mr. Berridge, the late Actuary at the Equity and Law Life 
Assurance Society, if he could by any means obtain for me 
the reports sent in to the various offices for which proposals 
had been made — this he kindly undertook to do, and 
succeeded in sending me eight reports, and I am, therefore, 
enabled to place these before the Society. 

The earliest report was made in 1872, when the urine 
was said to be dense with albumen and had a specific gravity 
of 1020. One year later (1873) there was only a slight 
opalescence on boiling, and three years later (1876) a trace 
of albumen was found ; the specific gravity being still 1020. 
Seven years after this (1883) there was a large amount of 
albumen and microscopical examination showed hyaline tube 
casts. One year after this (1884) the urine again contained 
a small quantity of albumen — one twelfth — and its specific 
gravity was 1024. Three years later (1887) a still smaller 
quantity was found — one fortieth — ^the specific gravity being 
1020. The year following (1888) a trace only was discovered. 
Four years later (1892) the urine was examined twice, on 
one occasion albumen being large in amount and on the other 
small. 

Then we come to the examination I have read to you as 
having been made by myself (1893). This gentleman is still 
enjoying good health and following his usual occupation, 
and a point of interest is that he does not easily become 
indisposed — hard riding and vigorous exercise having, so 
far as subjective phenomena are concerned, no effect 
upon him. 

Interesting as this case is I am enabled to place before 
this Society, through the courtesy of Mr. Bussell Dodd, notes 
of a case of even more interest so far as duration of alburnvn- 
aria is concerned, such having constantly existed for forty- 
three years. 
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The subject of this interesting condition — a member of 
our own profession in a lucrative West End practice — ^feeling 
indisposed^ in 1849 consulted the famous Dr. Bright^ who^ 
examining the urine^ found albumen^ and gave as his opinion 
that the patient could not live for more than two years. 
In consequence of this the practice was given up and a life in 
the country selected. 

Urine. — The urine is said to have contained at all times 
when examined one third albumen ; this has been so without 
a doubt since 1874, from which time Mr. Russell Dodd had 
the patient under observation. The specific gravity was 
usually 1012, and nightly micturition was necessary for 
certainly eighteen years. In 1887, in addition to the albumen, 
sugar — 5 per cent., as reported by Mr. Squire — was found in 
the urine ; nine months later only a trace of sugar was dis- 
covered, and subsequently none at all. 

Diarrhoea was for many years an occasional symptom. 

Heart. — The pulse was frequently intermittent. The 
heart at times irregular. There was some hypertrophy, but 
the sounds, beyond being accentuated at the base, were said 
to be normal. 

Treatment. — For ten years the patient was dieted, but 
since then has taken anything he wished for. For the 
diarrhoea calomel, gr. ij and brandy were administered. 
When sugar was observed in the urine chipped toast and 
meat were given and farinaceous food forbidden. 

Death. — This gentleman died from cerebral haemorrhage, 
aged 88, in the year 1892, forty-three years after being told 
by Dr. Bright that he had renal disease, and that early 
death was inevitable. The day previous to his death he took 
carriage exercise. 

Remarks. — These two cases illustrate the fact that life 
may be of the ordinary duration in those who have chronic 
albuminuria, and also that they may enjoy, in fair health, as 
long a life as those not thus affected. Such facts make one 
ask : — Can we by any means forecast when those having 
chronic albuminuria may possibly die early, and thus have 
few, if any, prospects of life, or when they may live as long 
as, and perhaps longer, than those in good health. 

With the endeavour to formulate some lines of thought 
as guides whereby observed facts may enable us to form our 
judgment, I will examine first as to 

Family history. — It may be remembered that the father 
of the gentleman whose case I have recorded died suddenly 
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at the age of 56. His health had been^ and was^ good up to 
the time of his deaths and it may be suggested^ I think^ that 
death was due to cerebral haemorrhage, consequent Upon 
interstitial nephritis, and if this be so may I suggest that the 
son, who had never been ill and never had scarlet fever, 
inherits a tendency to chronic albuminuria, consequent upon 
interstitial nephritis, the presence of which I think clinical 
evidence indicates. In looking over my notes of albuminuric 
cases I find that in two the father died from renal disease. 
The health is good in both cases, one I have watched for 
eight years had for a long time albumen, but in a specimen 
examined some few days since none was to be detected. 

The late Dr. Moxon* cites one case of the mother dying 
from albuminuria and a son suffering from such. 

Dr. Dickinson,t writing on granular kidney, gives the 
history of some members of an ancient house who inherit this 
complaint. In one case albumen was found at the age of 
nine, and was persistent certainly till the patient was twenty- 
one years old. 

Then there is the fact that albumen may exist in several 
members of the same family. I have in my notes only one 
such instance, but the late Dr. Moxon records eighteen, and 
regards the duration of life as good. These facts show that 
in what I will term hereditary or congenital albuminuria the 
individual life history may be good. 

I will next consider the histories as to antecedent or asso- 
ciated disease. 

Scarlet Fever is well known as being a fruitful source of 
albuminuria, but only a few cases have been recorded when 
chronic albuminuria has existed for several years after such. 
Dr. (now Sir George) J Johnstone, recording in the British 
Medical Journal several instances of intermittent and latent 
albuminuria, mentions the case of a gentleman who had 
scarlet fever followed by dropsy in 1836, albumen being first 
discovered in 1841, and on every subsequent occasion of 
examination. This gentleman died in 1866, forty-seven years 
of age, and twenty-five years after albumen was first dis- 
covered. 

Prof. Grainger Stewart § cites a case of greater interest. 
A lady, who had scarlet fever between the age of eight and 

* 6r«y* Hospital ReporUt 1878. 

t Diseases of the Kidney, vol. ii. 

X British Medical Journal, 1889. 

§ Lectures on Important Symptoms : ii. Albuminuria^ 1888. 
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ten, followed by persistent albnminnria^ enjoyed good health 
and married when twenty-two^ had a family of six children 
with no bad symptom at the confinements, died from dropsy, 
with nrssmia, between the age of forty-five a^d fifty, having 
had persistent albnminnria for thirty years. 

Then Ague has been recognised as a canse of or in asso- 
ciation with chronic albuminuria during the last few years — 
two cases where such was the only antecedent illness have 
been under my own observation-H>ne, aged thirty-six, died 
within a year after seeing me ; the other, aged fifty-six, who 
first saw me five years ago, still enjoys good health, his urine 
is always albuminous and of low specific gravity. Dr. 
Dickinson cites a case of a gentleman who had albuminuria, 
probably due to ague, and who was under observation sixteen 
years, the urine was always of a low specific gravity. 

OouL — ^Dr. Balf e mentions incidentally in a paper read 
before the Medical Society of London a case of albuminuria 
with gout, seen by the late Dr. Murchison in 1874 — ^who is 
still living — ^thus making the duration of life certainly pos- 
sible for nineteen years. 

SyphiUs. — One case, a man aged sixty-six, who sees me 
occasionally, and has done so for the past five years, always 
has albumen in his urine, and yet he enjoys fairly good 
health. 

Rheumatism (not fever). — Chronic albuminuria with rheu- 
matism as the only antecedent illness seems to be capable of 
many years' duration. I have only seen one such case and 
certainly for the past five years this gentleman has enjoyed 
good health, notwithstanding the fact that on one occasion he 
had hsamaturia, which, however, was unknown to himself, 
and was only found accidentally in urine under examina- 
tion. 

I have myself never met with a case of persistent albumin- 
uria with a history of a previous definite attack of acute 
nephritis from cold, neither have I been enabled to find in 
literature any case or expression of any such opinion. 

Having thus shown that so far as heredity and associated 
diseases are concerned, the prognosis may be good, I will 
inquire as to symptoms due to the disease which may develop 
during its course. And firstly, as to albumen itself, appa- 
rently from the two cases recorded the amount is of no 
importance nor is the presence of hyaline tube casts. 

Then bronchitis may be intermittent or recurrent and not 
necessarily cause death. Hasmoptysis also may occur, as I 
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liave shown in a case read before this Society,* when it 
recurred for over a year previous to death. 

CBdema of the extremities, although by no means of common 
occurrence, may also be intermittent or recurrent. Cerebral 
hsBmorrhage as indicated by hemiplegia may also occur and 
not cause death. I have once seen such in association with 
Cheyne Stokes' respiration and yet recovery took place. 

Hsdmaturia may also occur ; but I need not go further for 
probably such cases are better known to members of this Society 
than to myself. It seems to me that we must go further before 
we can find a basis for prognosis, and I would for a moment 
ask attention to the ages at death of people dying with in- 
terstitial nephritis, and I select this form of kidney disease 
because all cases of chronic albuminuria which have been 
examined by me seem to indicate this lesion. Thet youngest 
age at which I have found a case recorded is nine years. 
Then in the Pendlebv/ry Hospital Reports I find one case at 
eleven years and nine months. And Dr. Dickinson cites two 
cases aged respectively twelve and fourteen ; the latter died 
from cerebral haamorrhage. In 106 cases recorded in the 
Middlesex Hospital Reports (published), I find 2 died at 
nineteen; 13 between twenty and thirty; 13 between thirty 
and forty ; 16 between forty and fifty ; 33 between fifty and 
sixty ; 23 between sixty and seventy ; 4 at seventy-one ; 2 at 
seventy-two, and one at eighty. These facts help us in a 
measure to estimate the capacity for life so far as age is con- 
cerned in the cases now under review. 

This inquiry is, of course, imperfect, for I have not been 
able to find the antecedents of these cases or the duration of 
albuminuria. Another point of interest is the mode of death 
and the associated or causal lesions. Now, in 106 cases, 
twenty died from cerebral haemorrhage, and it is of extreme 
interest here to notice that in cases so dying both kidneys 
were diseased ; oedema of the extremities was not recorded 
in one single instance, and oedema of the lungs in two only, 
thus showing that all was going on well until the fatal rupture 
of a vessel occurred. The remaining cases died from what 
1 will term " oedema," that is to say there was oedema and 
congestion of the lungs in all cases, and in most hydrothorax 
with oedema of extremities in some. In a few instances only 
one kidney was diseased. To my mind these facts are most im- 
portant, for knowing that such lesions led to death, can we 

• CUn. Soe. TVatu,, vol. xxv. 

t Gall and Sntton, Royal Medical and Chirnr^cal Society. 
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with reason say when the condition or conditions — say cedema 
or cerebral hsBmorrhage — are likely to occur (now it is true 
that such may occur as we have seen^ and yet not cause death). 

In cases dying from both causes^ there was this common 
febctor — hypertrophy of the heart and arterial sclerosis with, 
in some few, atheroma. Now, the most common cause of death, 
viz. oedema, I think may be explained by the fact that the 
auriculo-ventricular orifices become dilated and so allow of 
regurgitation^ and hence we ought in such cases to find a 
murmur at the mitral area, but — as a matter of fact — such is 
not always present (whether this be due to the conditions of 
the heart and vessels need not now be inquired into), but in 
cases where it is absent, it would appear that we have no basis 
for evidence or indication that oedema may or will occur. 

Have we evidence that cerebral haemorrhage may occur? 
Now, it will be remembered that in all these cases both kidneys 
were diseased, and then the disease (interstitial nephritis), was 
further advanced in each case, and I think it probable that in 
such cases the fibrous ring around the auriculo-ventricular 
orifices becomes^ as the arteries^ sclerosed, and so prevents 
dilatation of the orifice ; hence oedema does not occur, and 
here I think, in some cases we may have indications of a 
probable danger ahead by the alteration in quality of the 
sounds at the apex ; this I will merely now term a clang tint. 
I have observed it in more than one instance preceding a fatal 
result; and one case impressed me much^ a gentleman aged 36, 
who had had ague^ consulted me, believing himself to be in 
good healthy but required advice about a different matter. 

His heart was hypertrophied and the vessels sclerosed; 
the urine was of low specific gravity and contained albumen. 
At the apex there was what I have termed the clang tint. I 
wrote to the gentleman sending me the case an unfavorable 
prognosis, having previously observed that when such a condi- 
tion of the first sound of the apex was associated with albu- 
minuria danger was to be anticipated. 

This opinion was vetoed, and the case being regarded by 
another in a different light, advice was given on lines desired 
by the patient ; within eight months of my seeing him he died 
from cerebral haemorrhage associated with purpura. 

I would thus say that the symptoms arising during the life 
history of an albuminuric are not in themselves of great value 
in prognosis, but that the condition of the cardio-vascular 
system is of value and that the quality of the sounds at the 
apex is of still greater importance. 
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I. — A case ofMacrocheilia successfully treated by Electro- 
lysis. By W. Arbuthnot Lane, M.S. Exhibited 
October 28, 1892. 

WW., aet. 44, three years ago fell heavily against a 
• table, striking his mouth. About five months after- 
wards the lower lip became slightly swollen, and nearly three 
months later it swelled up enormously during a single night, 
forming a hard, brawny, indurated, projecting mass. Later 
the upper lip became similarly affected. Both lips at inter- 
vals became acutely inflamed and very painful, each in- 
flammatory attack on its subsidence leaving the parts larger 
and more brawny than before. He was treated by various 
doctors, and for six months he attended at St. Bartholomew's 
Hospital without deriving any benefit, the condition con- 
tinuing to progress, and the adjacent portions of the cheek 
becoming thickened and hardened. 

In October, 1891, he came under my care, when I found 
that both lips were enormously thickened and prominent, 
giving him a very objectionable appearance, besides very 
great pain and discomfort. The lips felt very hard and 
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brawny^ and the adjacent portions of the cheeks were mnch 
thicker than they should be. It was quite obvious that any 
method of excision of portions of the thickened lips could be 
of no service whatever to him ; and as medicinal treatment 
had been unsuccessful^ I determined to see what electrolysis 
would do for this condition. This treatment was adopted on 
several occasions^ each application causing a marked diminu- 
tion in the size and prominence of his lips. Since electrolysis 
was commenced he has had no recurrence of the inflanmiatory 
attacks which caused him so much pain^ discomfort, and 
deformity. At the present moment the upper lip has 
returned to its normal size and condition. The lower one 
appears to me to be slightly thicker than it should be, but he 
assures me that it is not more bulky than it used to be before 
the onset of his symptoms. 

Both lips now feel soft and natural, and the fulness of 
the cheeks is hardly if at all perceptible. I believe that this 
is the first case which has been treated by electrolysis, which 
is apparently infinitely more appropriate than the clumsy and 
very inefficient method of excision of portions of the hyper- 
trophied lip. 

I am applying the same method to the somewhat similar 
lymphatic hypertrophies met with in infancy with great benefit. 



II. — A case of Fracture of Patella treated by Barker* s 
method : bony union. By Heebbbt W. Page. 
Exhibited October 28, 1892. 

HA coalheaver aet. 33, broke his left patella by falling 
• j down steps on May 6, 1892, Fragments were an 
inch apart. On May 18, an ice-bag having been applied in 
the meantime, the fragments were brought into close appo- 
sition by silk subcutaneous suture according to Barker's 
method. The leg was kept on a splint for three weeks, and 
the patient was discharged from St. Mary's Hospital on June 
25. He is now at his work as before the accident, he can 
flex his knee to a right angle, and there is unquestionably 
bony union, the line of fracture being barely perceptible. 
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III. — A case of Congenital Deficiency of Chest WalL 
By John Abebcrombie, M.D. Exhibited October 
28, 1892. 

r 

ALBERT B., aet. 2 months, was brought to the Hospital 
for Sick Children, Great Ormond Street, on October 24 
of this year, with congenital defects of his chest wall and left 
hand. He is the third child, and was bora at the full term ; 
of the others one is dead, but neither of them presented any 
congenital defect, nor is there any malformation in either 
parent. The mother has no theory as to the causation of the 
deformities, but on being questioned recalls that when about 
three months pregnant with this child she was frightened by 
a dog at a place of amusement, but she evidently had not 
thought much of this occurrence at the time or since. To 
the left of the sternum the second and third costal cartilages 
are missing, the corresponding ribs ending abruptly in a 
space about the size of a florin. The fourth rib, though in 
approximation to this cartilage, is not joined to it ; the sternum 
presents a small notch about on a level with what would 
correspond to the third interspace. During inspiration this 
space becomes retracted, and during expiration it is bulged. 
The hearths impulse is very readily perceived in it, but the 
thymus cannot definitely be felt ; the percussion note over it is 
impaired, and the breathing weak, and during expiration 
somewhat coarse. The first three fingers are webbed up to 
the terminal phalanx, and the last two to the middle of the 
second phalanx, and these are again partially webbed to the 
other fingers. 

Some ten years ago I had a child under observation with 
a precisely similar deformity occurring on the right side of 
the thorax, and when the child died I made a post-mortem 
examination, and found that the space where the cartilages 
were deficient was filled in by a fairly tough membrane ; the 
lung beneath showed areas of collapse and of emphysema. 
In the hospital museum there is a drawing of a child aged 
six with a similar deformity. 



VOL. XXVI. 15 



226 Living Specimens. 



IV. — A case of Sinus in left Loin communicating with 
an abscess cavity in the posterior mediastinum. By 
Walter G. Spencer, M.S. Exhibited October 28, 
1892. 

MR. SPENCER exhibited a girl set. 10, in whom he feared 
the speedy onset of amyloid disease as the result of long 
suppuration, and he raised the question whether any active 
measures should now be undertaken. A year ago an abscess 
appeared and burst without causing pain, or producing any 
angular curvature or stiffness in the spine. 

When first seen there was a small opening in the left loin 
just above the crest of the ilium, from which pus came freely. 

In August the sinus was incised and traced up through 
the erector spinas muscle in front of the twelfth rib, which 
was cut across through its neck. No cavity was reached, 
but the sinus was probed for two inches. The lumbar spine 
and the left thorax appear quite normal. As a cause of the 
abscess it is supposed that either disease of the dorsal spine 
is limited, or tubercular glands in the posterior mediastinum 
have broken down. There is daily a profuse discharge, the 
child is growing paler, and has already a waxen look. But 
to expose the sinus further, the necks of other ribs would 
have to be cut across, and the operation would be a dangerous 
measure without offering much prospect of success. 

Addendum^ July, 1893. — A further operation was under- 
taken, the neck of the eleventh rib was divided and a cavity 
reached which was found to extend from the ninth rib to the 
iliac crest, behind the diaphragm and in front of the lumbar 
muscles. This was stuffed with iodoform gauze and healed 
soundly. 



V. — A case of Extensive Fracture of right upper Mamlla, 
By Stoeer Benneit. Exhibited November 25, 1892. 

FM., a shop assistant set. 19, was admitted to the Middle- 
• sex Hospital under Mr. Henry Morris in the middle 
of last July, suffering from extensive fracture of the right 
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upper maxilla, the result of an explosion of a portable fire- 
engine a few days previously. 

The right upper jaw was torn from the attachment to its 
fellow and the parts above, and dislocated downwards and 
across the middle line to the left side. The outer wall of 
the antrum was torn away, and with the lateral canine and 
first bicuspid had been removed before I saw him. Two lower 
teeth were broken, the only injury which had occurred to the 
inferior maxilla. 

When the patient came under my care a vulcanite splint 
was made to cover the palate, and held in position by fine 
tinned-iron wires, passing through holes in the splint and 
around the necks of the teeth. Numerous holes were drilled 
in the palatine portion of the splint, to allow of free irriga- 
tion, and to prevent collection of discharge. 

The splint reduced the lateral dislocation, and it was left 
for the pressure of mastication to reduce the downward one. 

The patient is still wearing the splint, and the parts have 
been restored to their normal position, the union seeming to 
be very firm. 



VI. — A case of Rhythmical Rocking Movements in a 
child. By W. B. Hadden, M.D. Exhibited Novem- 
ber 25, 1892 

THE patient was a female child, ast. 8 years and 9 months. 
When standing or sitting she swayed the body from side 
to side, but there were no movements on lying down. When 
she walked the body was moved in the way mentioned, and 
the weight was brought to bear alternately on each foot. 
When spoken to she could control the movements for a time, 
though she soon relapsed. The movements were worse when 
she was observed, but they would occur when she was alone. 

Another child of the family, aet. 16 months, had lately 
taken to imitating the patient, and some of the neighbours' 
children had also been noticed to copy the movements. 

The patient was a very intelligent child. There was a 
small infiltrated central ulcer on each cornea, which from the 
history appears to have existed eighteen months. It was 
thought that the movements became aggravated when the 
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eyes were worse. The swaying of the body, however, came 
on long before the affection o£ the eyes. The account was 
that when the child was twelve months old she used to sit 
in her chair and move from side to side, as though keeping 
time, when the piano was played. At first she only did this 
when she heard music, but later on it became a habit. She 
had a good, ear for music, and sang in tune better than most 
children. I propose, when she is free from whooping-cough, to 
admit the child into the hospital, and treat her by prolonged 
rest in bed. 



VII. — A case of Rhythmical Movements of the lower 
Limbs in a child. By W. B. Hadden, M.D. Ex^ 
hibited November 25 ^ 1892. 

THE patient was an intelligent female child, set. 1 year and 
9 months, who had been affected for five months when 
sitting, but not on lying down, standing, or walking. There 
were rhythmical movements, nearly constant, consisting in 
alternate flexion and extension of the lower part of the spine, 
combined with flexion and extension at the hips and knees. 
No cause was ascertained. 



VIII. — A case of Loose Body in the Elbow-joint^ pro-^ 
bably the separated capitellar epiphysis of the hmne- 
rus. By L. A. Dunn. Exhibited November 25, 
1892. 

WM. T., a9t. 7 years, came under notice two years ago, hav- 
ing fallen down at school and injured his left elbow. 
The limb had been placed upon an angular splint, and when, 
first seen some few days after the accident the joint was so 
swollen that the exact nature of the injury could not be deter- 
mined. On the subsidence of the swelling a mass was dis- 
covered in the joint, which was moveable independently of the 



Living Specimens. 229 

bones, and was then considered to be the capitellar epiphysis 
of the humerus which had been separated by the injury. 

The patient wa.s kept under observation, and was exhibited 
at a meeting of the Clinical Society on November 25, 1892. 

There is now a mass of bone situated between the head 
of the radius and the lower extremity of the humerus. It is 
somewhat disc-shaped, and measures 1 J inches in diameter 
and ^ inch in depth, quite moveable apart from both humerus 
and radius, although more nearly connected with the latter. 
On a superficial examination it might be mistaken for a 
greatly expanded head of the radius, but upon careful 
manipulation the head of the radius can be felt to rotate quite 
naturally upon its inferior aspect, although it is widely over- 
lapped by, and somewhat dwarfed by contrast with the mass. 

On examining the lower end of the humerus, the internal 
epicondyle is found to hold the normal position to the 
olecranon process of the ulna, but on the outer side a 
prominence which appears to be the external epicondyle is 
about one third of an inch above its proper position. 

As to the nature of the mass, I think that the original 
diagnosis of separated capitellar epiphysis is correct, since 
the mass has continued to grow, and not only so, but has 
taken on an independent irregular growth, as it certainly is 
now a good deal larger and different in shape from the corre- 
sponding portion of the other humerus. Perhaps this has 
been occasioned by the absence of the controlling influence 
of the parent bone. 

Again, both radii are exactly the same length, and the 
radius rotates smoothly upon the mass, whereas when this is 
approximated to the lower end of the humerus, and moved to 
and fro, a sense of crepitus is produced ; and further, the 
separation of the capitellar epiphysis would have checked the 
growth of the outer part of the lower end of the humerus, and 
thus the unduly high position of the external epicondyle 
would be accounted for. 

As all the movements of the normal elbow can be perfectly 
performed no surgical interference is contemplated. 
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IX. — A case of Myxcedsma, treated with raw thyroid 
glands and fresh thyroid extract, in which severe 
constitutional symptoms developed under treatment. 
By W. Pastbdb, M.D. Exhibited January 27, 1893. 

SARAH B,, tet. 56, married; no children, bat has mis- 
carried four times. 
The present illness dates from a severe fall from a window 
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seventeen years ago. She was treated at the London Hospital 
for her injuries. Her head was shaved and she states that 
the hair never grew properly after that. She has never felt 
well since this accident. On two subsequent occasions she 
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was treated at St. Bartholomew's Hospital for " affections of 
tte throat," bnt was not permanently cured. She was in 
Westminster Hospital three or £onr years ago with well- 
marked myxoedema. 

She was admitted to the Middlesex Hospital on October 1 2, 
presenting very typically the symptoms and aspect of ad- 
vanced myxoedema. The characteristic alterations of expres- 
sion, speech, gait, ekin, sensation, &c., were unusually well 
marked. She weighed 8 st. 13| lbs. During the first twelve 
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days before ti*eatment was begun she passed on an aversgd 

47 oz. of clear, pale, iion-albuminoas* urine daily, containing 

■ Tba urine conUined tracei of slbamen on wTenl occasion* daring treat- 
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290 — 300 grains of urea (estimated daily by Squibb's 
apparatus) . Her general condition was fair. She slept well, 
was not disturbed by dreams, and had a fair appetite. She 
was, however, liable to attacks of faintness on over-exertion. 
She was seized in this way on the 23rd after chapel. She 
fainted again after being put to bed, and became rigid for a 
while as the syncope passed off. 

The pulse was generally slow — about 60 — it was not 
appreciably altered during the syncopal attacks. 

The thyroid feeding was begun on October 24, when she 
took one lobe of a very small gland in a bread and butter 
sandwich. 

On October 27 a whole gland — of average size — ^was taken 
in a similar way, and again on November 1 and November 4. 

The patient objected strongly to these sandwiches, and 
could only be induced to eat them by much coaxing. 

During the first eighteen days (October 24 — ^November 11) 
after treatment was begun, the average daily quantity of 
urine passed* was 42 oz., i. e, some 5 oz. less per diem than 
before treatment. The average daily excretion of urea for 
the same period (calculated from sixteen observations) was 
376 grains, or about 80 grains more than before treatment. 

The fifth thyroid sandwich was taken on November 27, 
but owing to the recurrence of toxic symptoms {vide infra) 
the remedial agent was subsequently administered in the 
form of fresh extract suspended in infusion of cloves, on 
December 5, 9, 13, and 16.t 

After the 4th of November the effects of treatment on the 
excretion of urine and urea became less marked. The 
average daily excretion of urea was below rather than above 
300 grains, and was observed to fall much lower still towards 
the end of December, when the patient began to regain 
weight, and a very marked coincident general improvement 
in her condition was taking place. 

The general results of treatment in this case correspond 
so closely with those already observed and recorded in others 
that they may be dismissed in a few words. Within eighteen 

* These figures are only roughly approximate, as there was more or less incon- 
tinence of nrine until December 12. The disappearance of this symptom was 
coincident with the amelioration in the mental condition of the patient. 

t To prepare the extract a perfectly fresh gland was cat up into small pieces, 
and the more fluid portions pressed through a very fine wire sieve, after the 
addition of 30 drops of glycerine. From 80 to 100 drops of extract were thus 
obtained. The dose usually given was 25 drops. A fresh extract was prepared 
each time. 
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days — after only two and a half glands had been taken — 
t^here was a marked improvement in the looks and general 
]bearing of the patient, and her speech was already described 
as "almost normal." Within three weeks the very rough 
skin on the backs of the hands and forearms had become soft 
and smooth, and within five weeks there was profuse des- 
quamation of the skin of the hands and feet in large scales, 
and branny desquamation in other parts of the body. The 
growth of new hair was observed at the end of four weeks. 

The temperature was modified by treatment in the usual 
way. The pattern of the chart became decidedly irregular — 
though without any large excursions, and the readings were 
on an average from 1° to 2° Fahrenheit higher than before 
treatment. 

The pulse rate was also markedly affected, rising from 
60 (before treatment) to about 100 and even higher. 

There was a rapid loss of weight from 9 st. to 6 st. 5^ lbs., 
and it is worthy of note that the wasting continued at the 
rate of about ^ lb. a day for fourteen days after the cessation 
of treatment. 

This rapid, and for some time uncontrollable, wasting is 
one of the constitutional symptoms to which I would draw 
attention. It was probably the direct result of the intoler- 
ance of stomach which supervened after taking four or five 
thyroid sandwiches. On two or three occasions the thyroid 
sandwich caused sickness and rather alarming heart failure, 
so much so that this method of administering the remedy was 
soon abandoned. 

Another symptom of which the patient frequently com- 
plained was severe lumbar pain, and radiating pains in the 
upper dorsal spine and along the left arm principally. The 
first attack of this kind occurred after the second dose and 
passed off in about twenty-four hours. After the fourth dose, 
on November 4, the pains were more acute, radiating round 
from the back to the prsBcordia and along the left arm. She 
looked decidedly ill and had much difficulty in taking any food. 
In the course of the following day there were pains in the legs 
—left chiefly — and some tenderness abdut the ankle-joint. 
The attack was at the time thought to be rheumatic, or 
possibly influenza. The treatment was suspended temporarily 
and the patient gradually regained her usual health, although 
she continued to waste. 

On November 27 another sandwich was given; she was 
sick almost directly and fainted. Within an hour she com* 
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plained of severe pain in the back^ and her respiration became 
shallow and sighing. She was ill and depressed next day. 
The temperature rose to 100'4^ within six hours of the onset. 
She recovered in the course of three or four days, but the 
pulse remained weak for some time. After this the freshly- 

Srepared extract was substituted for the sandwiches. Five 
OSes only were given — ^between December 5 and December 16. 
They were not followed by constitutional symptoms. Her 
general condition, however, remained very unsatisfactory 
during December, and she continued to lose weight and take 
nourishment badly until Christmas Day. After this she 
gradually regained weight and strength, and by the 11th 
January was able to sit up for a couple of hours. 

We must conclude from the above that doses of the raw 
gland, which may be taken with impunity by some patients, 
may cause alarming symptoms in others. The history of this 
patient, taken in conjunction with the marked effects of the 
*^ poison *' on the circulation — feebleness of heart's action, 
sighing respiration, Ac— suggest a flabby or possibly fatty 
state of the heart as a predisposing cause of the attacks. 

It must be added, however, that in spite of the unsatis- 
factory condition of the patient during the treatment the 
results as regards the myxcedema compare favorably with 
other cases. It is worthy of mention that only nine doses of 
thyroid gland or extract were taken from first to last. 

After leaving the hospital Sarah B., remained absent 
three months against advice, and when seen again had 
somewhat relapsed in every respect. She was given thy- 
roid tabloids to take — one or two daily — and it is interesting 
to note that even with this minimal dose she again complained 
of feeling sick and faint and unable to eat. 



X. — A case of Myxoedema in a Male, treated by dried 
thyroid extract given by the mouth. By Abthub 
T. Davies, M.D. Exhibited January 27, 1893. 

JM., aBt. 45, married, clerk, noticed about five or six 
• years ago that he began to have difficulty in walking, 
d'Qd that his legs ached on exertion ; at the same time all his 
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movements began to get slower^ and he observed that his f ace^ 
and especially the eyelids and hands^ became swollen^ and 
that he felt awkward in his feet ; speech also became slower 
about the same time^ and he began to complain of chilli- 
ness^ so that he was obliged to wear a great coat in 
summer ; he has also noticed loss of power in the lower jaw ; 
this, together with the looseness of teeth which took place 
in 1891, caused him much difficulty in eating. He suffered 
much from vertigo, and occasional inco-ordination of the legs, 
and for the past two or three years has complained of great 
dryness of the skin. During the same period he has noticed 
an increase in the bulk of his body. He states that his intel- 
lect is not altered, that his memory remains good, and that he 
is easy tempered, but that he has a great dislike to noise and 
crowds. His gums have bled profusely at times. His body 
was formerly very hairy, it is now devoid of hairs. 

The patient presented on November 10, 1893, the aspect of 
hebetude, with a " full-moon " face, eyelids swollen, in a 
pearly oedematous condition, and raised with difficulty ; there 
was present the characteristic high flush on the cheeks, the 
lemon-tinted aspect of forehead with few wrinkles, scanty 
hair on vertex. Eyebrows arched and hairs deficient, thick- 
ening of lips and of mucous membrane of mouth ; tongue not 
altered. The teeth and gums are normal, speech slow and 
deliberate; voice montonous, skin of hands and feet very 
dry; thyroid not felt ; patellar reflexes normal. Urine con- 
tained a slight trace of albumen. Temp. 97*2°. Weight, lOst. 
6|lbs. Complained of weakness ; difficulty of exertion ; gid- 
diness, so that he always tries to keep close to the walls or rail- 
ings. The man has been treated throughout as an out-patient 
at the Metropolitan Hospital. I began on December 5, 1892, 
to treat him with powders made from the thyroid gland by 
Mr. White of St. Thomas's Hospital, at the suggestion of Dr. 
Hector Mackenzie. I gave him a powder every other day at 
first, and then each day up to the present time. There has 
been a steady improvement. The cedematous condition 
masking the features has almost disappeared, so that the ex- 
pression is much more natural ; the eyes are more open, and the 
eyelids are more easily raised ; the speech is more rapid and 
a feeling of warmth is felt throughout the body (the weather 
during treatment having been intensely cold) ; the skin of the 
hands is more supple and moist ; he is more active and the 
temperature has become normal. The weight is now 9st. 
841bs. as against lOst. Gflbs., so that he has lost nearly one 
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stone in about eight weeks. The patient also tells me that 
he is obliged to take in his truss by four or five holes (there 
is a right inguinal hernia) and this points to a decrease in his 
girth. His friends have remarked on the great alteration 
in his appearance. The powders have been taken once a day 
in beef tea, with no bad symptoms whatever. 



XI. — A case of Myxoedema treated by giving the dried 
thyroid eMract by the mmith. By Arthur T. 
Daviks, M.D. Exhibited January 27, 1893. 

« 

ADA B., 88t. 47, single, I exhibited at this Society on 
February 25, 1887, and her condition was then fully 
described. She has been constantly under my observation 
during the past six years, and I have noticed a gradual increase 
of her symptoms, with corresponding increase of the coarse- 
ness of her features and bodily bulk. 1 began giving her 
the dried thyroid extract in beef tea on November 17, 1892; 
she was ordered to take it each day. Her weight was 
then 14st. lllbs. There has been a rapid improvement. Her 
face has become much more natural, having nearly lost the 
puffy, oedematous condition and characteristic flush ; her eye- 
lids are more easily opened, she can talk more easily, and 
breathe with greater comfort, as she feels as if a load had been 
taken off her chest. She can now sing and read aloud, which 
she has been unable to do tor nine years, and, in spite of the 
intense cold, she has felt much warmer. Her hands have 
become smaller, and the. skin much more supple and moist, 
and she feels very much more active and better. Her weight 
has fallen from 14st. lllbs. on November 17, 1892. to lOst. 
6|lbs. at the present time, a difference of over four stone in ten 
weeks. She tells me that her friends hardly recognise her now. 
She has been treated as an out-patient throughout, but has 
been instructed to lie down for one hour after taking the 
powder. 
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XII. — A case of Myxoedema^ treated with the fried 
thyroids of sheep. By James Calvbbt, M.D. Ex- 
hibited January 27, 1893. 

EL., aet. 49. Noticed twelve years ago tl^at her hands, 
• arms, feet, legs, and face were swelling, that her speech 
and movements were becoming slow. 

Her memory tas been failing during the last two years. 
She came to at my out-patient room in December, 1892, pre- 
senting all the usual characteristics of a well-marked case of 
myxoedema. Her weight was 11 st. 9 lbs. She was told to 
come to the hospital three times a week, and to eat on each 
visit half a fried thyroid. 

No special instructions were given to the sister of the 
ward as to the cooking of the thyroids ; she was simply told 
to fry them in such a manner as to be quite palatable to the 
patient. 

She began her treatment on December 5, and continued 
it until January 19, except on three occasions, when headache 
and nausea prevented her appearance. 

On January 19 she again complained of nausea, and the 
thyroids were discontinued until the 25th. 

During these six weeks of thyroid treatment she has 
steadily improved, and she herself is very conscious of the 
improvement; her face is markedly less puffy, her speech 
and movement are more vigorous, her skin is no longer 
harsh and dry, and her weight taken on the 16th January 
was 10 st. 2 lbs. 

Thus it appears that, in the treatment of myxoedema, the 
thyroids may be fried sufficiently to make them quite agree- 
able to the patient without destroying their usefulness. 



XIII.— Extroversion of Meckel's diverticulum. By 
William H. Battle. Exhibited February 24, 1893. 

THE patient, a female child aged 1^ years, was under care 
at the Royal Free Hospital. She was a fairly well- 
nourished child, presenting a pear shaped tumour at the 
umbilicus, which had been noticed since birth, but had since 
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increased somewhat in size. This tumour^ about 1^ inches 
long, was covered with red, smooth mucous membrane, which 
readily bled on manipulation, and was joined to the skin at 
the umbilicus with a definite line. The free end of the pro- 
jection was about the size of a cherry, the narrowest part 
that of half a cherry. At the extremity was an opening 
through which a probe could be passed a distance of 2 inches. 
There was slight, thin discharge with rather feculent odour 
from this opening, and some eczema of the skin near. The 
bowels acted normally. The size of the protrusion could be 
reduced only slightly by pressure ; it increased when the child 
cried, and became more erect. 

The subsequent history of this case is as follows : 
On the 4th of April the child was placed under chloroform 
and, after careful cleansing of the projection and surrounding 
parts, the central canal was closed with a plug of cotton wool. 
An incision was made in the middle line for about 1^ inches 
from the base of the projection into the peritoneal cavity, and, 
after a piece of sponge had been placed inside to absorb any 
fluid that might escape, this incision was made to encircle the 
base of the projection outside its attachment, which was thus 
freed from everything but the portion of intestine from which 
it sprung. 

The intestine and diverticulum drawn out of the abdomen 
were placed on sponges, the diverticulum divided about i inch 
from the bowel, and the stump closed by invagination and the 
insertion of Lembert's sutures of silk. One or two small 
arteries required ligature in the divided diverticulum. 

The wound was cleansed, closed with interrupted sutures, 
and dressed with antiseptic gauze, &c. The same evening 
the child had a temperature of over 101°; next day scarlet 
fever developed, she was transferred to the hospital ^t Haver- 
stock Hill, where she died on the 13th April. 

Dr. G. Mitchell Winter has courteously supplied me with the 
following notes: — *^She had right-sided cellulitis, angina and 
convulsions this morning ; apparently the abdominal condition 
had nothing to do with the death.^^ At the post-mortem the ab- 
dominal wound was quite healed; there was a track of suppura- 
tion along one stitch. Peritoneum quite healthy, no adhesions ; 
no abnormal injection of vessels. Wound healed on viewing 
from inside. Peritoneum of bowel where diverticulum had 
been removed apparently quite healthy. The distance of 
the site of the diverticulum for the ileo-caecal valve was 
10 inches. 
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The part removed consisted of the everted diverticulum, 
the serous surfaces in apposition outside the abdomen being 
irregularly but firmly adherent. 



XIV. — Dermatoiogical case for diagnosis. By Dr. A. 
H. Weiss Clemow, M.D. Exhibited April 28, 1893. 

THE patient was a lady, 34 years of age, who presented an 
eruption of numerous discrete elevated papules, varying in 
size from a split pea to a farthing, distributed over both 
flexor and extensor surfaces of the hands and forearms, and 
feet and legs as far as the knee. Their first appearance was 
noted when travelling in Switzerland twelve years ago, and 
they were then thought to be due to insect bites. Since then 
they have gradually increased in number till the present time. 

The papules are at first small and reddened; a vesicle 
usually forms in a few hours, and bursts, and this process 
may be repeated again and again. They are intensely irri- 
table, especially in warm weather or in heated rooms. With 
time the induration, elevation and redness become in- 
tensified. The appearance of fresh papules on one limb is 
immediately followed by a similar development in the corre- 
sponding situation upon its fellow. 

The eruption is always worse after nervous shock of any 
kind, over fatigue, or worry, and the patient, who is of a 
rheumatic constitution, thinks that acids and acid wines aggra- 
vate the irritation. 



XV. — Syphilitic Stenosis of Larynx treated by excision 
of one vocal cord. By Ewen C. Stabb. Ex- 
hibited April 28, 1893. 

WM., aet. 37. Contracted syphilis nine years ago. Two 
• years ago tracheotomy was performed at the Central 
London Throat Hospital for increasing dyspnoea, and since 
then the outer tube has never been removed. 
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Admitted to St. Thomas's Hospital, December 25, 1892, 
saffering from attacks of urgent dyspnoea for two days, and 
any attempt to remove tube brought on an attack. Chloro- 
form was given and the tube removed. It showed consider- 
able thinning and absorption, one portion being quite de- 
tached. A new tnbe was introduced, and, during the next 
few weeks, repeated attempts were made to dispense with it, 
but with no good result. Examinations of the laiynx, kindly 
made by Dr. Semon, showed that the right cord was fixed in 
the cadaveric position, while the left moved only slightly. 

February 10. — Chloroform given through Hahn's tube and 
thyrotomy performed. The alae of the cartilage being held 
apart, all the cicatricial tissue in the right side of the larynx (re- 
presenting both true and false cords) was removed with scissors 
and forceps. A large piece of necrosed cricoid was discovered 
and removed. Thyroid cartilage and wound sutured. Hahn's 
tube removed in twenty-four hours, and tracheotomy wound 
allowed to close. Fed for first twenty-four hours with nasal 
tube. Voice gradually returned and soon became as good as 
before operation. Left hospital well March 18. 

I am much indebted to Mr. Clutton for kindly allowing 
me to treat this case, and bring it before the Clinical Society. 



XVI. — Case of Partial Excision of Larynx for Myxo- 
chondroma : patient loeurs an artificial larynx 
without reed and speaks well. By J. W. Bond. 
Exhibited April 28, 1893. 

PATIENT, a man of 48, in January, 1889, had adductor 
paresis of right vocal cord. In August, 1891, stertorous 
breathing eame on. A mass of hard growth was seen in 
larynx, and external to right arytsenoid. An operation was 
refused. In February, 1892, tracheotomy had to be hastily 
performed. Growth increased after this, patient lost weight, 
and by September, 1892, larynx was completely obstructed, 
so that the patient was voiceless ; his health generally was 
failing. On September 30, 1892, the growth was removed 
at Golden Square Throat Hospital. It was found to measure 
If inches obliquely from before back, and the same from 
above down, and weighed 11^ drachms. It sprang from the 
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anterior surface of posterior part of cricoid cartilage^ which 
was greatly enlarged and distended. The arytaanoids^ the 
cartilages of Wrisberg and Santorini, and part of the thyroid 
cartilages were all removed^ also the true cords and most of 
the mucous membrane of the larynx.. Patient made a rapid 
recovery, could eat solid food on the ninth day, and now 
speaks well with an artificial larynx without reed. 



XVII. — Rheumatic Inflammation of sheaths of tendons 
and of finger-joints. By F. R. Walters, M.D. 
Exhibited April 28, 1893. 

MALE, aet. 34, butcher, under Dr. Redfern of Croydon. 
Had a severe attack of influenza at end of November, 
1892, complicated in December with double pleurisy with ef- 
fusion. There was at this time much delirium and prostra- 
tion. 

December 13. — Delirium gone, pleurisy gradually subsid- 
ing. Some thickening about hands, to which attention was 
called on January 26, 1893. This thickening involved finger- 
joints and palmar fascia or sheaths of flexor tendons of hand, 
causing inability to use hands, but no pain except on manipu- 
lation. 

Treated by Drs. Redfern and Richardson 9f Croydon, at 
first with Pot. lod., Bellad., and Lobelia ; then (December 11) 
with Digitalis and " Bromidia ;'' then (March 24) with Pot. 
lod. and Lin. Pot. lod. c Sapone ; this improved the condition 
of hands. 

Present condition, — Rheumatic nodules about finger-joints, 
thickening of left ulna near olecranon, and of right olecra- 
non. A " ganglion ^' at back of each wrist. Palmar fascia 
irregularly thickened and indurated in each hand, limiting 
movements of fingers. 

Pleural fluid reabsorbed. Respiratory condition good. 
Heart apex displaced outwards and downwards with harsh 
and reduplicated first sound at apex. 
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XVIII. — Case of total Ablation of Scapula for Sarcoma. 
Patient shown thirty-one days after operation. By 
C. H. GoLDiNG-BiED. Exhibited April 28, 1893. 

ELIZA J., a9t. 14, came under my care in Guy's Hospital on 
March 21, 1893. She presented a deformed appearance 
from the presence of a large globular tumour, occupying the 
site of the left scapula. The tumour was the size of an 
average cocoa-nut ; the only normal part of the scapula that 
could be made out being the spine, and that only partially. 
It was clearly a sarcoma of the scapula ; the skin was free 
over it, but the tumour could be felt round the axillary border 
of the scapula on its ventral surface. It extended upwards 
and forwards to the clavicle, to the outer third of which it 
was fixed. 

The shoulder-joint movements were free, passively, in all 
directions, but actively they were only possible directly for- 
wards and backwards ; abduction was lost ; the deltoid 
muscle was very wasted, and also the other muscles of the 
upper arm. The forearm was well nourished, and all its move- 
ments were perfect. 

The whole history of tumour-growth, as also of slight 
scapular pain and increasing loss of shoulder power, was but 
two months ; the week the girl was under observation there 
was a manifest increase in the size of the tumour. 

I operated on March 28, making a T incision, the 
vertical part being over the middle of the growth, the hori- 
zontal being parallel with the upper border of the scapula. 
The skin flaps being rapidly reflected, a bluish and elastic 
tumour appeared ; it was incised to confirm the diagnosis, and 
at once plugged with sponge to restrain the severe haemor- 
rhage. The growth was then removed ; it had so perfectly 
taken the place of the scapula that the latter was hardly re- 
cognisable. 

The spinal border was first freed, then the upper, and 
lastly the axillary ; very little blood was lost, the vessels at 
the various borders being secured as soon as seen. The chief 
loss of blood was from the incision made into the growth 
itself. The shoulder- joint was opened by incising the capsule 
all round; the interior was healthy, but the growth being 
right up to the neck of the scapula, the glenoid cavity was 
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removed ; the coracoid process^ infiltrated also, broke off and 
was removed separately; the outer third of the clavicle, also 
involved in the growth, was removed. 

Toward the end of the operation the child was faint; 
hot water was freely poured over the whole raw surface, the 
puls^ and respiration* at once improved, and oozing ceased. 
Iodoform was freely dusted over the surfaces, and the skin- 
flaps accurately adjusted ; no drainage-tube was used. 

Primary union occurred; on April 12 (the fifteenth day) 
the patient got up, and when I examined her on the twenty- 
fourth day after the operation the condition was as seen to- 
night (thirty-first day). 

When dressed there is no deformity, the shoulder being 
kept up by the trapezius attached to the remainder of the 
clavicle. The natural upper edge of the trapezius is main- 
tained, and is symmetrical with that on the right side. There 
is perfectly smooth movement of the head of the humerus, 
and, passively, the arm can be put anywhere ; slight abduction 
of the arm (increasing with the recovery of the deltoid, 
which now is nearly the size of that on the right side) and good 
forward and backward paovement can be actively produced. 
The child can use the arm for all ordinary purposes quite 
vigorously, and but for the inability to elevate it (except 
passively) she is hardly at all disabled. 



XIX. — A case of Nssvus involving the whole of the right 
side. By J. Fletcher Little, M.B. Exhibited 
November 25, 1892. 

EI., 8Dt. 15, a patient at North London Hospital for 
• Consumption. She is the fifth child of healthy 
parents ; her father is very neurotic. Two brothers died in 
infancy, one from hydrocephalus. One brother, aged twenty- 
three, alive, suffers from cough. Pour sisters alive ; one, 
aged nineteen, has phthisis; one died, aged sixteen, from 
phthisis. 

Mother states that she had a severe mental shock during 
pregnancy. Patient was a very ^' delicate " child till about 
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the a^ of ten. Patient was bom with a diSnse neems 
extending over nearly whole of right side of body, over right 
side of scalp and face, especially over right ear, right chest, 



right arm, right side of abdomenj and back of right leg; 
none noticed on left aide of body. Daring infancy nsevns 
disappeared gradoally from face and ear. Abont the age of 



DESCRIPTION OP PLATE HI, 

To illustrate Dr. Fletcher Little's Case of Nsavus. 

The nsBvtis is unilateral except over the sternum, where it slightly 
transgresses the middle line. It covers the right side of the neck and 
trunk and the right upper and lower extremities. For the greater 
part of its extent it is capillary. In the right axilla and over the 
right pectoral it is cavernous in character. The hypertrophy of the 
parts is shown by the accompanying table of measurements. 
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seven the neck cleared^ and improvement has been regular 
but slow since. 

The nadvus has not caased her much discomfort^ except 
that during the winter the right side becomes numb and 
a " tingling '' sensation is noticed. Patient is right-handed, 
and has not noticed any "paresis" of right side. Tactile 
sensation good over right side, but heat sensation seemed 
rather deficient. No catamenia. Bight retinal vessels 
rather larger than on left side, but not to any marked degree; 
vision in right eye is good. 

Since she first applied for treatment, 1892, there has been 
some improvement. Colour better and less blueness of 
patches. 

At the end of May, 1893, noticed " stinging*' sensations 
over outer surface and front of right hip and thigh. A few days 
later surface congested, and a " vesicular eruption " appeared 
of the nature of herpes. Pains in right lumbar region. 
Vesicles suppurated and scabs formed over them, which are 
now gradually loosening. Since this attack the nsevus over 
the right thigh has faded. 

Present condition. — Patient is a healthy, well-formed girl, 
good colour, brown hair ; skin of parts not affected clear and 
elastic ;' bright and cheerful ; neurotic temperament, but no 
hysteria. 

NaBvus now extends over right mammary region from 
clavicle to below nipple ; is of a well-marked, dull red colour, 
blue on exposure ; below nipple the colour fades, but still set 
colour to iliac crest ; large tortuous veins run from nipple to 
axilla. In the axilla the colour is rather more marked, and 
the patches extend over the back, encroaching slightly over 
line of spines of vertebrae to left. On the right shoulder and 
upper arm the colour is well marked, fading about elbow, but 
better marked on wrist and back of hand, especially on radial 
side. Thigh and hip only slightly discoloured now, rather 
more colour in the lower leg and foot. 
Urine normal. 
Chest : Lungs and heart normal. 

Measurements taken by Mr. Smale^ House Surgeon, 

C*«*.-Le,elo£axm.{^J^^^ ! : ! 111°: } s^^. 

Rjffht. Left. 

Arm, — ^Acromion to external condyle . . . ll| in. ... 11 in. 

External condyle to styloid process of radins 9 ... 8 
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Arm. — Circamference at shoulder 

at axillary level 
above elbow 
below t, 
at wrist 
From styloid process of radias to end of thnmb 

to tip of middle finger 



»» 
» 



»» 



1* 



» 



Circumference of hips round iliac crests equal. 

Leff, — Length from iliac spine to external malleolus 
Circumference of thigh at gluteal level 

„ above patella 
of leg below' tibial tubercle . 

„ at ankle 
round heel 
round metatarso-phalangeal joint 



Right. 


Left. 


18 in. 


... 13 in. 


9f 


... Si 


7 


... 7 


8 


... 71 


6i 


... 6i 


4J 


... 4i 


61 


... 6i 


82 in. 


... 80 in. 


19 


... 19 


11 


... 11 


lOi 


... lOi 


6f 


... 6i 


11 


... 11 


71 


... 7i 
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May 26th, 1893. 



Gentlemen, — Before I formally declare this session closed, I 
beg leave to address to you a few remarks from this chair which 
I occupy to-night for the last time. Owing to the altered date 
of our annual meeting, Ihave had the honour of presiding over 
the fortunes of this Society for some months longer than any 
of my predecessors. 

In reviewing very briefly the term during which I have 
been in oflSce, 1 think I may safely aflSrm that the Society 
has continued to fulfil its purpose, and has shown signs of 
vigorous life. The attendances of members have been large, 
the contributions both of living specimens (as we call them) 
and of papers have been numerous, and in many instances of 
high importance. 

In my opening address I ventured to denounce the modem 
tendency to pursue novelties in treatment too assiduously, and 
to let go the hold of well-approved methods. I had for 
my text at that time, the unseemly excitement which was 
rife in respect of Koch^s vaunted method for the treatment of 
tuberculosis. That is but twenty-eight months ago, and 
I will ask you to-night what value you now attach to that 
method, and whether my remarks on the occasion referred 
to have, or have not, been justified by our experiences in that 
brief period. 
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My term of oiBiGe Ms been signalized by the continued 
presence of influenza amongst us in an epidemic that has 
proved sadly disastrous^ but which at last shows signs of 
passing away. We have noted many and varied features of 
this scourge, both in its courpe and in its sequelas. 

We have withstood in these happy islands an advancing 
wave of Asiatic cholera, which wrought sore havoc on the 
European continent, and which threatened us in several of 
our seaports. The enlightened and promptly applied methods 
of our public health department, in defiance of effete and 
discredited quarantine regulations, have been so far successful 
as to render us hopeful of again withstanding this plague, 
should it reappear, as it may, in the ensuing summer or 
autumn. 

We have issued, as you are aware, the results of our com- 
mittee's labours on the important question of the incubation 
periods of certain infectious diseases, and have thus sent forth 
to the medical world a volume which will not fail to confer 
renown on this Society for all time. The work of this com- 
mittee extended over fourteen years, a period none too long 
for such an inquiry, if it was to be, as it indeed required to 
be, worthy of this Society, and its results dependable for 
daily reference. I may again refer to the special services 
rendered to this committee by its secretary and editor. Dr. 
Dawson Williams. 

We have had the satisfaction to note further, during my 
tenure of office, that a means of combating that strange malady 
which was first and fully brought to our knowledge in this 
Society — myxoedema, has been introduced, which, so far as 
we have experience of it, encourages us to hope that a certain 
and quite remarkable alleviation of its symptoms is possible, 
and that, perchance, the progress of the disorder may be 
effectually stayed. This is surely a very fitting sequel to the 
earlier clinical studies of this malady encouraged by this 
Society ; and the efficacy of this new therapeutic method may 
perhaps justify us in anticipating that future discoveries await 
us in respect of the treatment of some other diseases by 
measures somewhat akin to that so ably promoted by Dr. 
George Murray and other members of this Society. 

I should like to add, lastly, that I have had reason to 
observe that some of our younger members are too chary of 
taking part in our discussions and debates. It is always 
becoming to be modest, but it is often stupid to be silent, and 
it is a common fault now-a-days to try and agree with every- 
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body, to have too little courage of one's convictions, and to 
be afraid to speak out. We need a little more friendly friction. 
This would be good for us, and I make bold to urge it. 

You have elected to-night as my successor one whom we 
all respect and acknowledge as a master of the surgical art, 
one whose modesty, rectitude, and fearlessness are only 
equalled by his skill and kindness of heart. Mr. Hulke will, 
I feel sure, add lustre to the post he comes to fill. 

It only remains for me to thank the Council, the Secre- 
taries, and the members of this Society for their uniform 
courfcesy and support during my tenure of office. My last 
wish is that this admirable Society may in the future, as it 
has done in the past, carry out the high ideal conceived for 
it a quarter of a century ago by its founders. 

Gentlemen, I now declare this twenty-sixth session closed, 
and bid you all most cordially farewell. 



Appendix to Dr. Newton Pitt's Paper on PseudO' 
Bulbar Paralysis, giving the post-mortem appear^ 
ances. 

BY April 7 the patient had so far recovered some power of 
swallowing that he was able to take a little minced meat. 
He generally fed himself with an oesophageal tube. 

April 10. — An attempt was made to see the larynx, but 
the mouth could only be partially opened, and when the 
tongue was held it contracted reflexly. The soft palate 
hung down, and it was not found possible to see the vocal 
cords. 

On the 26th he went home, and took an oesophageal tube 
with which to feed himself. He improved slowly, and was 
able to feed himself with care with thickened food without 
the use of a tube. When thirsty he was obliged to use it. 

May 23. — Within the last fortnight the patient had 
developed ascites, which had rapidly increased in quantity. 
The liver and spleen were still large and indurated. He was 
able to open his mouth an inch. He was able to give a single 
voluntary cough, which he could not do previously. He was 
readmitted under the care of Dr. Perry. 

On May 27 Dr. Felix Semon kindly saw the patient, who 
succeeded in saying '^Ah,'' which was the first sound, 
beyond a cough or grunt, he had uttered. The vocal cords 
moved normally. 

On the night of May 30 the patient awoke with urgent 
dyspncea. This soon passed off. On June 6 thirteen pints of 
fluid were drawn off from the abdomen. On the 21st twenty- 
one pints more were drawn off. He gradually became more 
feeble, and died, chiefly from his abdominal condition, on the 
25th. 

Although attempts were made to get him to talk, the only 
sound he could utter, beyond a grunt and a cough, was 
"Ah.'^ 
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The inspection was made by Dr. Fawcett. 

Lungs oedematous. 

Liver, 73 oz. There were well-organised thrombi in some 
of the hepatic veins. Extremely tough. The anterior two 
thirds was nutmegged. There was a great excess of fibrous 
tissue in the portal areas, and two of the portal veins were 
thrombosed. The remaining portion was pale, tough, but not 
nutmegged. The surface was smooth and not granular. 

Spleen, 29 oz., greatly enlarged and densely fibroid. 

Kidneys, 12 oz., normal. 

Brain : The arteries at the base of the brain were very 
atheromatous. There were numerous patches of fibroid 
thickening upon several of the larger branches of the middle 
and anterior cerebral and of the basilar arteries. The surface 
of the brain was free from any softening, ochreous deposit, 
or haemorrhage. The meninges over the vertex were some- 
what thickened and opaque. 

The sulci in the following regions were widerthan normal, 
and the adjacent convolutions correspondingly small : — On 
the left side the sulcus in front of the anterior cerebral 
convolution, the fissure of Rolando, and the upper part of the 
superior temporal fissure; on the right side the fissure of 
Rolando at its upper part. The upper part of the central 
convolutions and the posterior part of the second frontal were 
rather wasted. Everywhere the wasting was slight, not se- 
condary to any softening, and would not have caused any 
definite symptoms. 

The third frontal convolutions and the island of Reil on 
both sides were perfectly normal. 

As the weather was very hot, and bodies were decom- 
posing rapidly, the brain was hardened in spirit, and hori- 
zontal sections were cut a few days later, showing the 
following lesions. The only changes were areas riddled with 
small cavities due to old softening, and in places the peri- 
vascular spaces were dilated, 

A. A section IJ inches from the vertex, passing along 
the upper surface of the corpus callosum, showed a patch 
of old softening over an area half an inch across. There 
were several small cavities, but no large one. The centre 
of the spot was 2| inches from the anterior extremity, and 
1 inch to the right of the middle line. 

B. A section a quarter of an inch lower showed on the 
right side three small cavities over an area three eighths by 
a quarter of an inch in the inner and posterior part of the 
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lenticular nucleus, and just extending into the internal 
capsule. This was rather posterior to the patch in section a, 
but continuous with it in the white matter. The perivascular 
spaces both posterior and external to this region were much 
dilated. On the left side there was a collection of small 
cavities, each about an eighth of an inch across, over an area 
half an inch by three eighths, lying chiefly in the internal 
capsule between the optic thalamus and the posterior ex- 
tremity of the lenticular nucleus. The perivascular spaces 
external to the lenticular nucleus were much dilated. 

c. A section along the upper edge of the middle commis- 
sure showed a group of cavities, over an area three eighths of 
an inch antero-posteriorly by one eighth wide, at the inner and 
posterior part of the left lenticular nucleus. There was a 
small slit due to old softening at the posterior part of the 
right lenticular nucleus, with dilatation of the perivascular 
spaces in the outer part of the nucleus. 

D. A section through the white commissure showed at the 
level of the lamina terminalis, from before backwards, great 
dilatation of the perivascular spaces in the lenticular nucleus 
on the right side throughout, and on the left in the outer 
part. 

The cerebral lesions, therefore, consisted of two patches of 
softening, that on the right side extending above the lenti- 
cular nucleus, and below lying in its inner and posterior part, 
extending into the middle of the posterior limb of the internal 
capsule. 

On the left side the patch occupied the middle of the 
posterior limb of the internal capsule, and below extended 
into the posterior part of the lenticular nucleus. 

The pons and medulla appeared to be quite normal, and 
were hardened in Miiller^s fluid. No descending degenera- 
tions were visible. There has not yet been time to complete 
the microscopical examination. 

At Christmas the patient had an attack of right hemi- 
plegia, by which the face was permanently paralysed, the 
arm for some weeks, and the leg hardly at all. He did not 
lose his consciousness, nor did he have any fits or muscular 
twitching. The lesion was therefore obviously a small one, 
and did not involve the cortex. The only places where the 
fibres for the face, arm, and leg riin close to one another are 
in the lenticular nucleus, the posterior limb of the internal 
capsule, or lower down in the crus or pons. There were no 
symptoms pointing to either of the latter. Hence the len- 
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ticular nucleus or its neighbourhood was the probable site of 
the lesion. The second attack^ affecting the left side of the 
body, was similar. Hence during the life of the patient it 
was pretty obvious that there were symmetrical lesions in or 
near the lenticular nucleus. 

As the paralysis of the face and tongue persisted I rather 
expected that the lesion would be found involving the internal 
capsule at the anterior extremity of its posterior limb. This 
was, however, quite normal, and the part of the capsule 
affected was at the middle of this limb. The double lesion 
in the lenticular nuclei agrees with what has been found in 
other cases of this nature. 

As Messrs. Horsley and Semon pointed out in 1889, a 
unilateral cerebral lesion does not produce any laryngeal 
paralysis, but they were able to produce a bilateral paralysis 
of the abductors of the vocal cords by a symmetrical cortical 
lesion on each side of the brain. 

In the preseut instance the softening on the left side of 
the brain did not produce any aphasia, and the aphonia only 
arose as the softening took place on the right side, and inter- 
mitted several times on the day of onset. In each instance 
the power of speech returned unimpaired for a short time. 

There can be no question that for many weeks the patient 
was unable to utter a sound. Unfortunately, during the same 
period, he was able to open his mouth so slightly that we 
could not see his larynx. 

Possibly an attempt after he went home might have been 
successful. When he had returned he had improved so far 
that he could open his mouth an inch, and he could utter the 
sound " Ah,^' and Dr. Semon saw the vocal cords moving. 

The case is therefore defective, owing to the absence of 
an observation of the vocal cords during the early period. 
There is no doubt in my own mind that the case corroborates 
the view put forward by Horsley and Semon as the result of 
their experiments. 
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